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Preface

Welcome to The Clinician’s Guide to Treating Adolescent Substance Use. Clinicians 
are now facing new substance use-related challenges such as the opioid crisis, a 
changing political landscape regarding marijuana, and the emergence of new deliv-
ery devices such as e-cigarettes. This changing landscape of addiction impacts 
many adolescents and young adults. Unfortunately, we need significantly more cli-
nicians who can offer developmentally informed treatment approaches for adoles-
cents with substance use disorders. The inspiration for this book was not to add 
another textbook to the literature but to provide a useful clinical guide about the best 
practices for treating adolescent substance use disorders from medical, behavioral, 
and social standpoints.

This book is unique in that it is co-edited by a child/adolescent psychiatrist (Dr. 
Welsh) and a primary care pediatrician (Dr. Hadland), each with a subspecialty 
training in addiction. This combined background ensures that medicine and behav-
ioral health will be integrated throughout the text. Dr. Welsh is the director of a 
multidisciplinary outpatient adolescent and young adult treatment service for indi-
viduals with problematic substance use at Emory University School of Medicine. In 
this role, she also provides training and education in adolescent substance use dis-
order treatment to child/adolescent psychiatry fellows, addiction psychiatry fellows, 
psychiatry residents, and psychology trainees. Dr. Hadland is a clinician- investigator 
who focuses his clinical work and research on addiction treatment for youth, and he 
also serves as an associate program director for the Boston Combined Residency 
Program in pediatrics, a role in which he incorporates teaching on addiction into 
general pediatric training.

As editors, we have selected experts from the field including Dr. John Rogers 
Knight, creator of CRAFFT, the most utilized screening tool for adolescent sub-
stance use; Dr. Mark D. Godley, co-developer of A-CRA, a widely used treatment 
manual for this population; Dr. Sharon Levy, senior author of several substance 
use- related policy statements for the American Academy of Pediatrics; and Dr. 
Nancy Rappaport, who has nearly two decades of experience as a school consultant 
through Harvard Medical School. Throughout the text, we aim to discuss the preva-
lence of substance use among adolescents and young adults, prevention strategies, 



vi

available screening methods, as well as practical treatment applications and their 
outcomes. Furthermore, we offer practical explanations of the differences between 
inpatient and outpatient treatment and strategies for coordinating care between the 
health-care system and the broader community. Finally, we have included an appen-
dix of cases to demonstrate how to implement these practices in real-world 
settings.

We would like to take the time to acknowledge our developmental editor, Michael 
Wilt, for his dedication to this piece, as well as our families for their support and 
patience. We hope you enjoy this guide. Thank you for being part of our audience 
and for providing care to this underserved population of youth!

Atlanta, GA, USA Justine W. Welsh, MD
Boston, MA, USA Scott E. Hadland, MD, MPH, MS

Preface
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Chapter 1
Epidemiology and Historical Drug Use 
Patterns

Scott E. Hadland

 Introduction

There is cause for both optimism and concern regarding recent trends in adolescent 
substance use. Use of most substances among adolescents has declined substantially 
over the last two decades (Fig. 1.1). Use of traditional cigarettes, a well- established 
risk factor for cardiovascular disease, stroke, pulmonary disease, and cancer, has 
declined to historically low levels [1]. Alcohol use, a primary contributor to the top 
three causes of death among adolescents—motor vehicle crash deaths, suicide, and 
homicide—and a precursor to lifelong health and psychosocial consequences, has 
also continued an unprecedented decline [2–4]. Even the more recent concern of 
opioid misuse reached a peak in 2009, but has dropped steadily since then [5].

However, despite these clear improvements in the epidemiology of adolescent 
substance use, significant concerns remain, and new challenges have arisen. The 
threat of traditional cigarettes has been replaced to some extent by the rising popu-
larity of electronic cigarettes (“e-cigarettes”) and vaping, which have been shown to 
contain many of the same carcinogens—albeit at lower concentrations—than tradi-
tional cigarettes [6]. Data demonstrates that e-cigarettes may also be a gateway to 
subsequent traditional cigarette use [7]. Despite declines in alcohol use, substantial 
disparities exist by race and socioeconomic status, with improvements in heavy 
drinking patterns among black and economically disadvantaged adolescents less 
pronounced than among other adolescents [2, 3, 5]. Although the prevalence of 
“any” and “past-year” use of opioids has declined among the general population of 
adolescents, there is clearly a subset of youth using opioids at increasing risk as 

S. E. Hadland (*) 
Grayken Center for Addiction/Department of Pediatrics, Boston Medical Center, Boston 
University School of Medicine, Boston, MA, USA

Division of General Pediatrics, Department of Pediatrics, Boston University School of 
Medicine, Boston, MA, USA
e-mail: scott.hadland@bmc.org
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evidenced by rising overdose mortality, hospitalizations for overdoses, and 
 diagnoses of opioid use disorder [8–10]. Finally, whereas the prevalence of use for 
almost every substance surveyed among adolescents has declined, marijuana use—
including heavy use—has risen in recent years amidst a changing policy landscape 
that has favored legalization of recreational marijuana [5].

Since nine out of every ten adults with a substance use disorder first used sub-
stances before the age of 18, clinicians caring for adolescents are at the front line of 
early detection of and intervention in substance use [11]. The purpose of this chap-
ter is to give a brief overview of the major substances of concern for adolescents and 
historical and recent epidemiologic trends in their use. This review of critical epide-
miology will set the stage for subsequent chapters in which readers will better 
understand developmental concerns related to adolescent substance use, screening, 
treatment, prevention, and recovery. After a brief review of the national surveys 
used in the United States to track substance use in the general adolescent popula-
tion, this chapter will review recent and historical trends in use of alcohol, mari-
juana, nicotine, opioids, and other substances.
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Fig. 1.1 Trends in use of common substances in the general adolescent population in the United 
States. (Data source: Johnston et al. [5] p. 54–5)
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 Adolescent Substance Use Surveys

In the United States, three national surveys of the general adolescent population 
track trends in substance use over time (Table 1.1). These three surveys include 
Monitoring the Future (MTF), the Youth Risk Behavior Surveillance System 
(YRBSS), and the National Survey on Drug Use and Health (NSDUH) [5, 12, 13]. 
The first two of these, MTF and YRBSS, are school-based surveys of 8th, 10th, and 
12th graders and 9th through 12th graders, respectively; the third, the NSDUH, is a 
household-based survey of 12–17-year-olds. Because of these sampling approaches, 
adolescents absent from school on the day of the survey or who are homeless are not 
included in the studies’ findings; notably, these adolescents may have elevated rates 
of alcohol or other substance use [14].

In addition to providing nationally representative data on alcohol and drug use 
among adolescents, these three surveys contain other questions that are helpful in 
understanding the broader context of adolescent substance use. MTF goes into sub-
stantial depth to highlight how frequent and recent an adolescent’s drug use is and 
also probes perceived harmfulness of use, disapproval of use, and availability of 
substances [5]. Due to the richness of substance-specific data and its yearly admin-
istration, this chapter relies largely on MTF estimates of adolescent substance use 
prevalence.

YRBSS has fewer questions devoted solely to substance use, but asks adoles-
cents about sexual behaviors, human immunodeficiency virus (HIV) and sexually 
transmitted disease prevention, pregnancy prevention, behaviors associated with 
violence and unintentional injury, diet and physical activity, and depression and 
suicide-related behaviors [13]. The NSDUH explores co-occurring mental ill-

Table 1.1 National surveys of substance use among the general adolescent population in the 
United States

Monitoring the Future
Youth Risk Behavior 
Surveillance System

National Survey on Drug 
Use and Health

Organization University of Michigan 
Institute for Social 
Research, National 
Institute on Drug Abuse

Centers for Disease 
Control and 
Prevention

RTI International, Substance 
Abuse and Mental Health 
Services Administration

Sampling School-based School-based Household-based
Population 8th, 10th, and 12th graders 9th, 10th, 11th, and 

12th graders
12 years and older (also 
includes adults)

Number 
sampled

50,000 Approximately 
15,000 (varies)

70,000

Years 
available

1975 to present 1991 to present 1971 to present

Frequency of 
survey

Yearly Every other year on 
odd-numbered years

Yearly

Sample 
omissions

Excludes youth not present 
on day of survey

Excludes youth not 
present on day of 
survey

May exclude homeless 
youth

1 Epidemiology and Historical Drug Use Patterns
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ness, as well as receipt of substance use treatment mental health services. Thus, 
each survey allows clinicians, researchers, and policies to examine critical indi-
cators related to substance use in order to shape clinical practice, public health, 
and policy.

Internationally, similar surveys—sometimes including exactly the same ques-
tions—exist in other countries to tabulate substance use in the general adolescent 
population. For example, the Canadian Tobacco, Alcohol and Drugs Survey 
(CTADS), as well as a series of provincial surveys analogous to YRBSS, tracks 
adolescent substance use in Canada [15]. A similar survey exists in the United 
Kingdom [16]. Readers should become familiar with what data are available in their 
own country in order to understand current trends in adolescent substance use. 
Additionally, in the United States and elsewhere, data on substance use and its asso-
ciated morbidity and mortality is not limited to information from national surveys; 
a number of insurance- and hospital-based claims databases also provide critical 
information on trends in substance use-related admissions, discharges, and treat-
ment services across the country (e.g., see Ref. [11]).

 Epidemiology and Historical Patterns of Substance Use

 Alcohol

Alcohol is, and historically has been, the most commonly used substance among 
adolescents [5, 12, 13]. Nonetheless, use has steadily declined over several decades, 
such that in 2017, the percentage of 8th, 10th, and 12th graders reporting past-30- 
day use of alcohol was 8%, 20%, and 33%, respectively [5]. Binge drinking, defined 
as five or more drinks on a single occasion, is associated with serious physical and 
mental health outcomes [17] and has also steadily declined after reaching a peak in 
the late 1970s [5]. Traditionally, whereas adolescent males have demonstrated a 
much higher prevalence of binge drinking than females, males have also experi-
enced a faster recent decline in binge drinking, such that sex differences have 
become substantially less pronounced in recent years [2, 3, 5].

Declines in binge drinking may not have been uniform by race or socioeconomic 
status either. Since 2007, the decline in “frequent heavy drinking” (defined as at 
least two occasions of binge drinking in the past 2 weeks) has declined more rapidly 
among white adolescents than black adolescents, even after accounting for other 
potentially confounding factors [2, 3, 5]. Adolescents with lower socioeconomic 
status (i.e., higher poverty) have similarly experienced slower declines in heavy fre-
quent drinking than youth with higher socioeconomic status (i.e., lower poverty).

Reducing the prevalence of binge drinking—and of alcohol use more gener-
ally—among adolescents is critical due to immediate and downstream consequences 
of use. The top three causes of death among adolescents in the United States are 
unintentional injury (the majority of which are caused by motor vehicle crashes 
[MVC]), homicide, and suicide [18]. Alcohol use clearly contributes to all three, 

S. E. Hadland
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with alcohol implicated in nearly half of all male MVC deaths and one-third of all 
female MVC deaths, half of all homicide deaths among both sexes, and one-quarter 
of all suicide deaths among both sexes [19, 20].

In the long term, adolescent alcohol consumption is a strong predictor of pro-
gression to heavy drinking and/or development of an alcohol use disorder during 
adulthood [21], which is in turn associated with adverse health outcomes including 
alcoholic liver disease and cirrhosis, multiple forms of cancer, stroke, hypertension, 
pancreatitis, cardiomyopathy, and numerous other health conditions [19]. There are 
also clear links between heavy alcohol use and short- and long-term adverse mental 
health and psychosocial outcomes, including mood and anxiety disorders, poor 
school and work performance, and problems with family members [21].

 Marijuana

Whereas use of most substances, including alcohol, has steadily declined since the 
1990s, marijuana use has remained relatively constant or increased among US ado-
lescents [5]. Across high school students surveyed in MTF, past-year use has leveled 
or increased leading up to 2017, such that currently, 24%, or nearly one in four high 
school students (grades 8, 10, and 12 combined), report past-year use of marijuana. 
Daily use of marijuana is highest among 12th graders, with 5.9% or approximately 
1 in 17 reporting daily use.

The persistently high prevalence of marijuana use among adolescents may be 
related to the rapidly changing policy landscape in the United States. As of mid- 2018, 
eight states had legalized marijuana for recreational purposes for adults, many of them 
passed by ballot measures brought directly to voters in 2012, 2014, and 2016 [22]. 
Marijuana is legalized for medicinal purposes (if certified by a physician) in 30 states 
and the District of Columbia. Finally, possession of small amounts of marijuana (typi-
cally less than 1–2 ounces) has been decriminalized in 22 states and the District of 
Columbia, meaning that possession of small amounts of marijuana (typically less than 
1–2 ounces) is typically a civil infraction, rather than a state crime for most adults.

Whether laws legalizing marijuana for recreational or medicinal purposes have con-
tributed to increasing marijuana use (or prevented a decline that might have otherwise 
occurred) among adolescents has been subject to numerous studies. In Washington 
State, self-reported past-month marijuana use increased among 8th and 10th graders 
after marijuana was legalized for recreational purposes; in Colorado, there was no 
observed difference after implementation of its law [23]. A systematic review of studies 
examining the impact of medical marijuana laws did not show any change in the preva-
lence of adolescent marijuana use across states that had implemented such policies [24].

What is clear, however, is that adolescent perceptions of marijuana as a harmful 
substance are declining [5, 23], regardless of the underlying cause. As the percent-
age of adolescents viewing harm in regular use of marijuana has declined, the per-
centage reporting recent daily use of marijuana has increased in lockstep (Fig. 1.2). 
Clinicians should be aware of these relaxing perceptions of harm and ensure that 

1 Epidemiology and Historical Drug Use Patterns
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adolescents and their families are aware of potential harms of regular marijuana use. 
Additionally, adolescents and their families should be aware that the potency of 
marijuana has steadily increased in recent decades [25]. Whereas rigorous public 
health campaigns have been mounted to educate the public regarding the harms of 
alcohol, tobacco, and other substances, the harms of regular marijuana use among 
adolescents may be less well known.

Potential harms of regular (i.e., daily or near-daily) use of marijuana during ado-
lescence include both physical and mental health concerns, both in the short and 
long terms [26]. Unlike cigarettes, no associations between smoking marijuana and 
cancer, cardiovascular disease, or stroke have been identified. However, regular 
marijuana users are more likely to experience wheezing, cough, and mucus produc-
tion; develop cannabis hyperemesis syndrome, an intractable vomiting condition; 
and, among male users, develop a dose-dependent decrease in testosterone and 
accompanying change in sexual function. Perhaps more concerning are strong asso-
ciations between regular marijuana use during adolescence and adverse psychiatric 
and neuropsychiatric outcomes. Regular adolescent users demonstrate a decrease in 
intelligence quotient (IQ) that persists into adulthood and are at elevated risk for 
developing psychosis [27, 28]. Finally, despite the perception of many youth that 
driving following marijuana use is not as risky as driving after drinking alcohol, 
odds of fatal motor vehicle crash are nearly double following marijuana use [29].
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 Nicotine

In 2016, approximately one in five (20.2%) US high school students reported cur-
rent use of nicotine products; nearly half reported use of multiple products [1]. 
These national data from the National Youth Tobacco Surveys (NYTS) marked a 
reassuring decline from 2015, at which time current use of any nicotine product had 
continued to rise, largely driven by a steady increase in the prevalence of e-cigarette 
use. As noted earlier in this chapter, combustible cigarette use has steadily declined 
since the late 1990s, but this public health success has been threatened by the popu-
larity of e-cigarettes among youth. Use of other tobacco and nicotine products, such 
as hookah, chewing tobacco, and snus, remains popular as well.

A recent meta-analysis demonstrated that youth who use e-cigarettes—also 
known as “vaping”—are more likely to transition to combustible cigarettes [7]. 
Additionally, e-cigarette users include youth who might not otherwise smoke 
combustible cigarettes [30]. Several aspects of e-cigarettes may make them 
highly appealing to adolescents. They may have flavored cartridges, which attract 
some youth, and newer, compact designs such as that of the “JUUL” device 
(which has the appearance of a portable computer “jump drive”) which allow 
youth to more readily hide their use [31]. Although marketing of e-cigarettes and 
other vaping products to youth has been restricted by the US Food and Drug 
Administration since 2016, numerous ad campaigns—which not explicitly tar-
geting adolescents—may be highly effective at recruiting adolescents along with 
adult audiences.

Adolescents may also view e-cigarettes as safer than combustible cigarettes [7]. 
Numerous e-cigarette manufacturers advertise that their devices are “safe” and 
effective when used as a smoking cessation device that can be used to wean off 
combustible cigarettes. Since the numerous compounds in cigarettes across multi-
ple manufacturers have yet to be fully characterized—and yet clearly include many 
of the same carcinogens as combustible cigarettes, as well as other toxins unique to 
e-cigarettes—it is critical that providers educate patients and families of the as-yet 
poorly understood potential harms of e-cigarette use [31].

Finally, it is important for providers to assess what adolescents vape. Cartridges 
in most devices can be filled with numerous different fluids, including flavoring 
without nicotine, flavoring with nicotine, or even tetrahydrocannabinol (THC), the 
psychoactive compound present in marijuana. In 2017, the MTF survey asked ado-
lescents for the first time what was in their vaping fluid [5]. Among 12th graders, 
30.7% reported having ever vaped just flavoring, 25.0% reported having vaped nico-
tine, and 11.9% reported having vaped marijuana. Further studies are needed to 
fully elucidate what particular risks may be associated with these various 
practices.

1 Epidemiology and Historical Drug Use Patterns
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 Opioids

Although the percentage of 12th graders who have ever used heroin in their life-
time is very low (0.3%), overall, approximately 1 in 15 adolescents (6.8%) has 
ever used a prescription opioid not prescribed to them. This percentage has slowly 
declined since its peak of 13.2% in 2009. Of all adults in treatment for opioid use 
disorder, one in three reports that their first use was before age 18, highlighting 
the pediatric onset of this condition and the importance of early intervention [11]. 
Therefore, it is recommended that clinicians routinely screen adolescents for the 
use of opioids, including nonmedical use of prescription opioids, which are rela-
tively more available in some settings and may be perceived as “safe,” since they 
are prescribed [32]. Screening for prescription opioid use is covered in greater 
depth in Chap. 3.

Though relatively less commonly used by adolescents than other substances, 
opioids (especially when used nonmedically) carry a high risk of overdose, particu-
larly given the emerging threat of fentanyl, a highly potent opioid [33]. Fentanyl is 
normally an opioid prescribed for pain and is highly potent (up to 50–100 times 
more potent than heroin); only a very small amount can cause lethal overdose. 
Beginning in 2015, illicitly manufactured fentanyl, the precursors for which are 
readily synthesized overseas and imported into the United States, became impli-
cated in a rising number of overdose deaths. In some jurisdictions, as many as three- 
quarters of all overdose deaths now involve fentanyl. Illicitly manufactured fentanyl 
now taints the heroin supply and is used as a basis for producing counterfeit pre-
scription pills; in many settings, it also contaminates unrelated drug supplies, such 
as the cocaine supply. The risk of overdose from fentanyl, heroin, and prescription 
opioids is potentiated by co-ingestion of benzodiazepines, which greatly increase 
the risk of respiratory depression. Adolescent opioid-related overdoses have more 
than doubled since 1999 and experienced a year-over-year increase of 19% from 
2014 to 2015 [9].

Given the high risk of overdose and serious complications related to opioid use 
and their injection (including transmission of human immunodeficiency virus and 
hepatitis C virus, as well as numerous other infectious complications), it is critical 
that adolescents who use opioids receive early intervention. The American 
Academy of Pediatrics and American Society of Addiction Medicine recommend 
that adolescents, like adults, receive medication treatment with buprenorphine, 
naltrexone, or methadone, in addition to behavioral health services [34]. Despite 
the efficacy of these medications, adolescents are only one-tenth as likely as 
adults to receive medication treatment, likely owing to stigma surrounding medi-
cation use and the short supply of providers who prescribe medications to adoles-
cents [8]. Use of medications for opioid use disorder is discussed in greater depth 
in Chap. 7.

S. E. Hadland
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 Other Substances

A full review of all substances used by adolescents is beyond the scope of this chap-
ter. However, some general trends can be noted for other substances. Past-year use 
of inhalants is highest among 8th graders and reported by 4.7%, or approximately 
1 in 20 [5]; older adolescents, including both 10th and 12th graders, are less likely 
to use inhalants. The relatively high prevalence among younger adolescents is likely 
owing to their availability around typical households. Therefore, it is important that, 
after asking about alcohol, marijuana, and tobacco, clinicians also specifically ask 
about “anything else” that adolescents may use to get high [32].

Unlike inhalant use, the prevalence of use of most other substances tends to rise 
as adolescents age. The prevalence of stimulant use, including use of prescription 
stimulants typically used to treat attention deficit hyperactivity disorder, rises 
steadily through the adolescent years; more than 1 in 20 of 12th graders reported 
past-year use of the stimulant Adderall [5]. Stimulants may be used recreationally 
by adolescents to have more energy in social situations or sometimes used nonmedi-
cally to enhance performance in academics and sports. Again, the relatively com-
mon nonmedical use of stimulants highlights the importance of screening for their 
use by clinicians [32].

In recent years, past-year use of other substances has steadily fallen, including 
use of cocaine, crack, crystal methamphetamine, synthetic marijuana (also known 
as “K2” or “Spice”), hallucinogens, PCP, ecstasy, salvia, and over-the-counter 
cough medications [5].

 Conclusion

This summary of adolescent substance use epidemiology and historical trends 
lays the groundwork for the chapters to follow. An understanding of the com-
mon patterns of substance use among adolescents—not only nationally but also 
in a clinician’s local jurisdiction—is critical to inform screening and manage-
ment of adolescent substance use. Data suggest that of all individuals in the 
United States with a substance use disorder, nine out of ten first began using 
substances before the age of 18 [11]. Thus, clinicians working with adolescents 
have a central role to play in preventing the harms, both immediate and lifelong, 
of substance use.

1 Epidemiology and Historical Drug Use Patterns
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 Take-Home Points

 – Epidemiological trends in adolescent substance use are rapidly changing, with 
use of most substances, including alcohol, combustible cigarettes, and most 
other illicit substances and prescription pills, declining.

 – Three national surveys in the United States track the prevalence of adolescent 
substance use: Monitoring the Future (MTF), the Youth Risk Behavior 
Surveillance System (YRBSS), and the National Survey on Drug Use and Health 
(NSDUH); similar surveys are in place in other countries internationally.

 – Substance use contributes substantially to the top three causes of death among 
US adolescents: unintentional injury (the majority of which are motor vehicle 
crashes), homicide, and suicide.

 – Alcohol use and binge drinking are declining but not uniformly; in particular, 
rates among males have declined more rapidly than females, such that gender 
differences are now less pronounced.

 – Despite an overall decline in use of most substances, marijuana use—and in 
particular daily marijuana use—has risen recently in the setting of rapid policy 
changes in the United States; similarly, e-cigarettes and vaping have recently 
become popular among adolescents.
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Chapter 2
Developmental Perspectives and Risk 
Factors for Substance Use

Sharon Levy, Miriam A. Schizer, and Leslie S. Green

 Adolescent Development

 Brain Development

Physiological brain maturation renders adolescence a critical at-risk period for sub-
stance use, since adolescence is a key period for both initiating substance use and 
laying down neurological pathways that, if altered, may predispose young people to 
future substance use disorders.

The limbic system, and in particular the nucleus accumbens, which is often 
referred to as the brain’s “reward center,” matures rapidly during preadolescence 
and the early adolescent years [1]. This maturation is developmentally associated 
with improved discrimination between less and more meaningful rewards, a capac-
ity that is necessary for the development of motivation and goal-driven behavior 
during adolescence. While children are young, they are easily rewarded by small 
tokens, but as they age, they become increasingly selective. This phenomenon peaks 
during adolescence, during which the presentation of small or meaningless rewards 
(such as stickers) results in decreased firing in the nucleus accumbens [2]. Thus, 
adolescents are developmentally “wired” to seek large rewards, a trait that is recog-
nizable in the risk-taking behavior associated with this stage of life.
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Psychoactive substance use can satisfy the normal adolescent drive for large 
rewards, since all substances trigger signaling in the nucleus accumbens directly or 
indirectly through receptor binding and in so doing “hijack” the natural reward sys-
tem. Thus, while unhealthy, substance use fills a developmental drive for stimula-
tion in this area of the brain very effectively. Accordingly, the peak ages of substance 
use initiation are during adolescence and early adulthood [3].

While the limbic system is rapidly developing during adolescence, the prefrontal 
cortex is developing much more slowly. The prefrontal cortex is the region of the 
brain typically responsible for overriding and interacting with the reward system, in 
a sense serving as a behavioral “brake.” However, the prefrontal cortex does not 
fully develop until individuals reach their mid-twenties. As a result, adolescents are 
relatively undeterred by risk and consequence, further promoting risk-taking behav-
ior (Fig. 2.1).

Due to these and other neurological changes throughout adolescence, the risk of 
developing a substance use disorder is highly correlated with an earlier age of sub-
stance use initiation. For example, children who report being drunk before age 14 
are approximately three times more likely to develop an alcohol use disorder com-
pared to those who initiate at age 19 [5]. A similar pattern is seen both with mari-
juana—with a fourfold increase in risk for early initiators compared to those who 
first use in late adolescence or adulthood [6]—and various other substances, includ-
ing prescription opioids when used nonmedically [7]. Indeed, delaying substance 
use initiation into adulthood may substantially reduce the risk of ever developing a 
substance use disorder, as evidenced by data showing that of all 18- to 30-year-olds 

The areas of the brain responsible for “executive function” tasks such as controlling
impulses and deterring from risks is among the last to develop.

5
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Fig. 2.1 Dynamic sequences of cortical GM maturation in healthy children ages 4–22 demonstrat-
ing the normal lagged development of the dorsal lateral prefrontal cortex. (Used with permission 
of Elsevier and adapted from Gogtay and Thompson [4])
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admitted to substance use treatment, 74% initiated use of alcohol or drugs at age 17 
or younger, and 40% did so before the age of 15 [8, 9].

 Social Development

Adolescence is also a period of significant social development. During this time, the 
primary social group shifts from family to peers, and awareness of both self and of 
the surrounding world grows [10]. Adolescents begin to question how they fit in 
within their peer group and larger society. The crucial developmental task at hand is 
to explore personal core values, beliefs, and goals and to ultimately align these with 
their behavior.

Parents, while no longer viewed by adolescents as part of their primary social 
group, continue to hold a significant role in their child’s development. Adolescents 
need ongoing parental involvement to feel safe and contained; however, they strive 
to individuate and separate from their parents, often pulling against parental control. 
While tension between parents and adolescents is normal, it can escalate to prob-
lematic levels when earlier parenting techniques become ineffective and parents are 
unsure how to change to address the idiosyncrasies of adolescent behavior [10].

The developmental challenges of adolescence can leave youth vulnerable to sub-
stance use. Adolescents may initiate substance use because their peers are trying it 
or because they are influenced by the modeling of substance use by music, sports, 
and entertainment icons whose identities they are trying to emulate. Substance use 
can be used to numb feelings of depression, anxiety, or other emotional states that 
are felt strongly during adolescence. It can also be used as a coping mechanism to 
manage the stress of school and/or the tension in relationships with parents or peers.

Historically and in more traditional societies, individuals have been supported 
through the transitional period of adolescence by rites of passage. As these rites 
have become de-emphasized in modern American society, adolescents are left more 
on their own to decide how best to bridge childhood and adulthood. The natural 
tendency is to choose actions and presentations they perceive as “adult.” These 
choices can, and often do, include use of alcohol and other substances, a ritual that 
youth may perceive as marking their first steps toward becoming adults.

 Developmental Vulnerabilities to the Impact of Substances

The physiological and social vulnerabilities to substance use reviewed above are 
aggravated by environmental factors including the availability, promotion, and 
modeling of substance use behaviors. Teens are particularly sensitive to the influ-
ence of peers and advertising [11, 12]. Taken together and understood within the 
context of brain and social development, these factors explain a large part of why 
alcohol and marijuana use are so common during adolescence.

2 Developmental Perspectives and Risk Factors for Substance Use
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Additionally, substance use patterns are also affected by age and developmen-
tal status. For example, one of the primary effects of alcohol is to increase gamma- 
aminobutyric acid (GABA) release, which results in both sedation and, indirectly, 
increased dopamine release. For most adults, the sedation effect naturally curbs 
intake. Adolescents, however, are relatively insensitive to the sedative properties 
of alcohol, leaving them more vulnerable than adults to continue intake beyond 
safe levels [13, 14]. Dopamine release, including in the nucleus accumbens, leads 
to the neurological reward that adolescents are driven to seek and thereby may 
promote heavy consumption for this age group [15]. The National Institute of 
Alcohol Abuse and Alcoholism (NIAAA) estimates that 90% of all alcohol con-
sumed by underage drinkers is part of a binge [16]. Alcohol intoxication also 
increases levels of glutamate which slows down neurological transmission and the 
processing of sensory information, increasing the risk of unintentional injury—
including motor vehicle crashes—for both adolescents and adults [17]. While it 
may be tempting to compare, youth and adult drinking are quite dissimilar, and 
developmental biology would predict that “teaching” adolescents to drink 
“responsibly” or in adult patterns is not likely to be effective. Parents supplying 
adolescents with alcohol, presumably in efforts to encourage safe drinking in a 
supervised environment, is associated with increased likelihood of alcohol-related 
harms [18].

Like alcohol, exposure to marijuana has differing effects on adolescents com-
pared to adults. Cannabinoids, the active molecules in marijuana (including tetrahy-
drocannabinol, the principal psychoactive compound), are depressants that prevent 
cells from releasing chemical messengers into the synapse [19]. The presence of 
exogenous cannabinoids can interfere with normal brain development [20]. By sup-
pressing cell signaling, exogenous cannabinoids interfere with the process of neuro-
nal pruning and can potentially interfere with the process of myelination; both 
pruning and myelination are critical for brain development [21]. Morphological 
studies have found that several areas of the brain are smaller in individuals with a 
history of marijuana use during adolescence compared to peers [22]. These changes 
may be the basis for the cognitive [23] and functional [24] declines observed among 
individuals who used marijuana regularly during adolescence, which may persist 
into adulthood even long after an individual has ceased using marijuana. The conse-
quences of marijuana use on the developing brain are thought to occur in a dose-
dependent fashion, and no safe dose has been identified [21].

Adolescent marijuana users are also more likely to develop an opioid use dis-
order [25]. The association is not completely understood, though the interrelation 
between the cannabinoid and opioid systems may underlie a true biological basis 
for this “gateway.” Many neurons in the central nervous system express both opi-
oid and cannabinoid receptors, and binding to one of the cannabinoid receptors 
appears to modulate opioid function at a number of different levels, resulting in 
cross talk between systems and mutual potentiation [26]. It is also possible that 
marijuana use “primes” the adolescent brain, resulting in neurological changes 
that make it even more susceptible to developing addiction upon exposure to opi-
oids. Nonetheless, it is also possible that the association between marijuana use 
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and subsequent opioid use is related to an individual’s predisposition to using 
substances or greater access to opioids through the same social contacts who sup-
ply marijuana to an adolescent.

The legal and social acceptance of marijuana use ushered in by rapid policy 
changes, including the availability of cannabis for medicinal or recreational pur-
poses, has strengthened the implicit message that substance use is benign, chang-
ing the way adolescents think about marijuana. According to a large national 
study of high school students done in 2016, only 29% of high school seniors think 
that regular use of marijuana is harmful, a 50% decline in this statistic over the 
past 20 years [27]. Misconceptions that marijuana is “healthy because it’s natural” 
or “safe because it’s legal” have cultural traction but are false, and a strong public 
health response to recent policy changes demands consistent messaging to the 
contrary.

Nicotine also has unique impacts on the developing brain, making use during 
adolescence particularly risky. Rates of traditional cigarette use by high school stu-
dents have fallen dramatically in the last 20 years [27], though use of newer forms 
of nicotine including electronic cigarettes or “e-cigarettes” is on the rise [27], 
largely due to promotion of these products as fun. While e-cigarettes do spare users 
the products of combustion that are responsible for much of the harms of traditional 
cigarettes, they are not safe as they are known to contain carcinogens and other 
harmful chemicals. Furthermore, initiation of nicotine use in any form during ado-
lescence is associated with initiation of traditional tobacco products [28].

An understanding of developmental risk factors is critical in designing preven-
tion and intervention efforts. For instance, public health-driven attempts to substi-
tute supposedly “less harmful” substances—such as e-cigarettes as a safer alternative 
to tobacco—may be logical for adult smokers but are off-target for this age group. 
The most developmentally appropriate message is similar to that of alcohol use dur-
ing pregnancy: there is no known safe level of consumption of psychoactive sub-
stances during adolescence, and nonuse is best for health.

 Risk and Protective Factors

All adolescents are at risk for experiencing consequences from alcohol and other 
drug use, though a number of risk factors place some at higher risk than others. 
These include mental and emotional health disorders, experience of trauma, genet-
ics, family dynamics, and environmental factors such as peers, school, and com-
munity. These factors can influence the initiation of use and can increase the risk of 
experiencing substance use-related problems or of developing substance use disor-
ders. Similarly, numerous protective factors have also been described that mitigate 
the effects of these known risk factors in individual adolescents.

Mental health disorders are more common in adolescents than younger chil-
dren. Rates of depression double as children enter puberty [10], and depression 
is strongly associated with substance use [29]. Anxiety, behavior disorders, and 
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attention deficit hyperactivity disorder (ADHD) are all associated with sub-
stance use [30], which simultaneously serves as a coping mechanism and leads to 
increased symptomatology.

Genetic loading, which is often associated with a broader family history of sub-
stance use disorders, is one of the most important substance use risk factors for 
children of affected parents. Twin studies have shown that the heritability of sub-
stance use disorders ranges from 40% to 60% [31]. Parental substance use, which 
may be associated with poor monitoring and family dysfunction, is a risk factor 
above and beyond the genetic risk. Parents with substance use disorders may model 
use as normative and have more permissive attitudes toward use by their own chil-
dren. In contrast, parenting practices that include moderate to high monitoring—
defined as knowing where and with whom children are spending their time—combined 
with emotional and instrumental support and strong family structure are protective 
against adolescent substance use [32].

Early school failure, low school commitment, and poor school engagement rep-
resent risk factors for substance use [33]. These factors partially underlie the asso-
ciation between ADHD and other disorders that make academic work difficult and 
increase the risk of substance use. Peer substance use is the single most important 
risk factor related to substance use initiation. Children and adolescents with high- 
risk personality patterns are also more likely to associate with deviant peers. 
Environmental strategies that engage young people in positive activities have suc-
cessfully reduced alcohol and tobacco use and are an important component of any 
substance use prevention strategy [34].

 Addressing Substance Use as Part of Routine Health Care

Substance use is the most common and arguably the most important modifiable 
health behavior of childhood and adolescence. In recognition of the strong 
impact on health, the past two decades have seen an increased emphasis on 
screening and managing substance use as part of routine health care in pediat-
rics as in other areas of medicine. When caring for younger children, health-care 
providers have the opportunity to give clear guidance about the appropriate use, 
storage, and disposal of both prescription and over-the-counter medications and 
can also recommend talking to young children about the proper use of 
medications.

To counter unhealthy cultural messages that encourage intoxication, parents can 
discuss healthful, substance-free means to express or resolve feelings such as ela-
tion, disappointment, or pain. High yet attainable expectations and role-modeling 
healthy choices have positive impacts on children. Parents should be encouraged to 
speak frequently with their children in an open and developmentally appropriate 
manner about substance use. “Teachable moments” help broach the topic of sub-
stance use in a non-threatening manner. Even young children can be made aware of 
nearby smoking in a way that discourages tobacco use. Parents of school-age chil-
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dren can use advertisements, news media articles, and local stories to start a discus-
sion. Conversations of this sort should encourage children to join the discussion, ask 
questions, and formulate a healthy lifestyle. Even parents who smoke can promote 
anti-smoking messages with their children and, as found by Jackson and Dickinson, 
can decrease the likelihood that their children will ever smoke [35]. The American 
Academy of Pediatrics recommends that health-care providers routinely deliver the 
message to both adolescents and parents that nonuse is the best health advice for 
adolescents [36].

Alcohol and marijuana use by older adolescents is often perceived as a develop-
mental milestone rather than a modifiable behavior, and consequently advice to 
limit or use “safely” is common. However, an approach that advises adolescents to 
use “carefully” or “in moderation” may inadvertently encourage substance use, as 
these messages can easily be misinterpreted as explicitly allowing youth to use sub-
stances. Advice that may seem reasonable and practical to physicians and other 
adults may have the unintended consequence of encouraging the behavior it is 
attempting to extinguish. Concerns that nonuse is unrealistic may stem from a social 
bias within a culture that promotes binge alcohol use as part of the “college experi-
ence” and marijuana use as “natural.” National surveys demonstrate that the expec-
tation that substance use during adolescence is inevitable is incorrect. For example, 
the past 20 years have shown sharp and sustained declines in rates of both alcohol 
and combustible cigarette use. In this same period, the rate of overall substance 
nonuse has grown from 2% to more than 25% [38]. This growing trend suggests that 
substance use is not the inevitable rite of passage it was once considered, but rather 
a modifiable health risk behavior.

 Summary

The profound neurodevelopmental and social changes that occur in adolescence 
contribute to significant developmental vulnerability for substance use initiation 
and progressive use. An understanding of these and other well-defined risk fac-
tors serves as an important foundation for prevention and treatment efforts 
(Table 2.1).

 Take-Home Points

 1. Adolescence represents a developmental window during which brain areas asso-
ciated with reward-seeking are increasingly active and areas associated with 
moderation and risk aversion are underdeveloped, making teens particularly at 
risk for substance use initiation and harms from use.

 2. Many substances have a different, and more dangerous, effect on the adolescent 
brain than they have on the adult brain.

2 Developmental Perspectives and Risk Factors for Substance Use
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 3. Parents supplying adolescents with alcohol, presumably in efforts to encourage 
safe drinking in a supervised environment, is associated with increased likeli-
hood of alcohol-related harms.

 4. Social, cultural, and environmental factors may compound adolescents’ vulner-
ability to harm from substances but also have the potential to be protective 
factors.

 5. Clear and consistent messages advising abstinence from substances from health- 
care providers may be effective in reducing adolescent substance use.
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Chapter 3
Screening for Substance Use 
and Associated Medical Conditions

Jesse W. Schram, Patricia C. F. Schram, and John R. Knight

 Introduction

Increased understanding of the nature and complexity of substance use by adoles-
cents has resulted in a shift in how clinicians have conceptualized and approached 
the screening, assessment, and treatment process. Early onset of substance use leads 
to higher risk of developing psychosocial problems [1] and a substance use disorder 
later in adolescence or adulthood [2]. This makes screening and early intervention 
critical in moderating the potential trajectory of use.

 Substance Use Along a Continuum

Substance use during adolescence can be viewed along a developmental continuum. 
Although infrequent use of substances may not have immediate social, academic, 
psychological, or legal consequences, there is no known safe dose of psychoactive 
substances on the developing adolescent brain. Consequently, clinicians should 
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recommend continued abstinence from all substances and provide appropriate edu-
cation and guidance from early adolescence.

Experimentation is defined as early occasional use that does not lead to prob-
lems and problematic substance use as recurrent use that leads to social, psycho-
logical, and/or behavioral consequences, but does not meet criteria for a 
substance use disorder. Nonmedical and problematic uses of prescription medi-
cations exist along a parallel continuum of use. Nonmedical use is defined as 
taking a controlled substance for a reason other than which it is prescribed, at an 
increased dosage or by a different route than intended, or taking a controlled 
substance that was not prescribed for you, e.g., someone else’s prescription. As 
for other substances, problematic use is nonmedical use of a controlled sub-
stance that results in negative consequences, dysfunction or disability, but does 
not meet criteria for a substance use disorder. Given the potential ease in access 
and low perception of risk associated with prescription medications, adolescents 
are particularly susceptible to experimentation and problematic use of substances 
within this class.

 Substance Use Disorders

The Diagnostic and Statistical Manual of Mental Disorders (DSM) by the American 
Psychiatric Association provides specific criteria to guide clinicians in evaluating 
and diagnosing mental health and substance use conditions. Its fourth edition 
(DSM-IV) separately defined “substance abuse” as meeting any one of the four 
criteria and “substance dependence” as meeting any three of the seven criteria [3] 
(Table 3.1).

Among the key revisions in the fifth edition (DSM-5), released in May 2013, is 
the merging of the “abuse” and “dependent” diagnoses into a single diagnostic 
entity combining their criteria, omitting the criterion “recurrent legal problems,” 
and adding a “craving” criterion to define “substance use disorder” (SUD), with a 
gradient of severity from mild (2–3 criteria), moderate (4–5 criteria), to severe (≥6 
criteria) [4].

Given the well-established relationship between shame and substance use among 
adolescence [5], the removal of “abuse” and “dependence” and the use of less stig-
matizing language could have significant implications for help-seeking behaviors. 
Indeed, the term “substance abuse” is outdated, may perpetuate stigma, and should 
no longer be used [6]. The addition of the “cravings” criterion within the DSM-5 
received considerable attention. A craving is framed as “having a strong desire or 
urge to use a specific substance” and was purported to capture substances such as 
opioids and alcohol. In our experience, among adolescents, the “cravings” criterion 
is infrequently endorsed for certain substances (e.g., marijuana), as stereotypical 
perceptions of the word are often coupled with statements such as “I am not 
addicted.” However, given the research supporting cravings as a motivator for ado-
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lescent alcohol use [7], it is important that clinicians ask if patients “really want,” 
“need,” or have a “strong urge” to use a substance. For adolescents, the cravings 
criterion may be particularly applicable to e-cigarettes, such as “Juuls,” given that 
patients often describe “needing the head-rush” or feeling as though they “really 
want a hit between classes at school.”

Additional changes on the criteria level involve the removal of the “legal prob-
lems” criterion in the DSM-5. Analyses examining the exclusion of this criterion 
found that most individuals diagnosed with an alcohol use disorder were unaffected 
by this modification and accordingly still received a DSM-5 diagnosis [8]. 
Furthermore, individuals who endorsed legal problems were significantly more 
likely to endorse two or more additional criteria, which is consistent with research 
suggesting low discrimination between other criteria [9]. Finally, certain popula-
tions, including communities of color, have been disproportionately affected by 
drug laws, and this may reflect differential policing and sentencing rather than dif-
ferences in the severity of substance use disorders [10].

Table 3.1 Comparing the Diagnostic Criteria of the DSM-IV-TR and DSM-5 (X indicates 
included criterion)

Criteria (in the last 12 months)

DSM- 
IV- TR
Dependence
(3 or more)

DSM- 
IV- TR
Abuse
(1 or 
more)a DSM- 5

Tolerance X X
Withdrawal X X
Use in larger amounts or over a longer period than was 
intended

X X

There is a persistent desire or unsuccessful efforts to cut down 
or control substance use

X X

A great deal of time is spent in activities necessary to obtain 
the substance, use the substance, or recover from its effects

X X

Craving, or a strong desire or urge to use substance X
Recurrent substance use resulting in a failure to fulfill major 
role obligations at work, school, or home

X X

Continued use despite harm X
Continued substance use despite having persistent or recurrent 
social or interpersonal problems caused or exacerbated by the 
effects of substance

X X

Important social, occupational, or recreational activities are 
given up or reduced because of substance use

X X

Recurrent substance use in situations in which it is physically 
hazardous

X X

Use continues despite knowledge of adverse consequences (e.g., 
failure to fulfill role obligation, use when physically hazardous)

X

Recurrent substance-related legal problems X
aSymptoms must never have met criteria for substance dependence for this class of substance
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 Confidentiality and Screening, Brief Intervention, 
and Referral to Treatment (SBIRT)

 Confidentiality

The prevailing standard of care for adolescents beginning around 12 years of age is 
to meet with the patient and parent(s) together, to explain the ground rules of confi-
dentiality, and, once everyone agrees, to ask the parent(s) to leave the room for a 
confidential interview regarding substance use, sexuality, and other sensitive topics. 
Ground rules are that the clinician will keep the adolescent’s information confiden-
tial unless there is an immediate risk to safety—either the patient’s or someone 
else’s. If safety concerns arise, the clinician will discuss with the adolescent what 
and how information will be disclosed to the parent(s). Reviewing confidentiality 
and its limits not only helps to protect the therapeutic relationship [11] but also 
allows for the clinician and patient to strategize and collaborate around the approach 
of the disclosure. If the clinician feels that it’s best to disclose an adolescent’s sub-
stance use, then they can decide together how best to tell the parent(s), either with 
or without the adolescent in the room.

Federal confidentiality laws and regulations (42 CFR Part 2) apply to any prac-
tice treating substance use disorders and establish added protections to substance 
use treatment records. Special written consent to release information is required for 
the sharing of any substance-related information. This consent is different from (and 
generally more restrictive than) the general mental health information protected 
under the Health Insurance Portability and Accountability Act (HIPAA). In large 
part, this extra protection is designed to reduce stigma associated with substance use 
behaviors and disorders, decrease the potential impact/consequences that could 
result from access to this type of information, and increase help-seeking behaviors.

 Screening

Screening is the process of identifying an individual’s level of risk toward maladap-
tive behaviors or a clinical disorder [12]. The American Academy of Pediatrics 
(AAP) recommends annual screening for tobacco, alcohol, and other substance use, 
typically beginning at age 11 years, and suggests that pediatricians start discussing 
the unhealthy effects of alcohol, tobacco, and substance use as early as 9 years of 
age [13].

Clinical impression alone is insufficient to detect adolescents with problematic 
use or a substance use disorder [14]. To maximize the validity and efficacy of the 
screening process, it is recommended that clinicians use tools that are developmen-
tally appropriate to adolescents. Instruments such as CAGE, RAPS4, and AUDIT 
remain popular among adults, but several studies point to low reliability and validity 
in younger persons [15–17].
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 CRAFFT

The optimal screening tool should be concise, easy to administer, valid, and reli-
able. The CRAFFT (Fig. 3.1) has become one of the most widely used tools for 
detecting problematic substance use among adolescents due to its substantial 

The CRAFFT Interview (version 2.1)
To be orally administered by the clinician

Begin: “I’m going to ask you a few questions that I ask all my patients. Please be  
honest. I will keep your answers confidential.”

Part A

During the PAST 12 MONTHS, on how many days did you:

1.

2. Use any marijuana (weed, oil, or hash, by smoking, vaping, or in
food) or “synthetic marijuana” (like “K2,” “Spice”) or “vaping” THC
oil? Put “0” if none.

3.

Did the patient answer “0” for all questions in Part A?

Yes No

Ask CAR question only, then stop Ask all six CRAFFT* questions below

Part B No Yes

C

R
Do you ever use alcohol or drugs to RELAX, feel better about yourself, or
fit in?

A Do you ever use alcohol or drugs while you are by yourself, or ALONE?

F Do you ever FORGET things you did while using alcohol or drugs?

F

T
Have you ever gotten into TROUBLE while you were using alcohol or
drugs?

*Two or more YES answers suggest a serious problem and need for further 
assessment. See back for further instructions

NOTICE TO CLINIC STAFF AND MEDICAL RECORDS:
The information on this page is protected by special federal confidentiality rules (42 CFR Part 2), which prohibit disclosure of this information unless

authorized by specific written consent.  A general authorization for release of medical information is NOT sufficient.

# of days 

# of days 

# of days

Do your FAMILY or FRIENDS ever tell you that you should cut down on
your drinking or drug use?  

Have you ever ridden in a CAR driven by someone (including yourself)
who was “high” or had been using alcohol or drugs?

Use anything else to get high (like other illegal drugs, prescription
or over-the-counter medications, and things that you sniff, huff, or
vape)? Say “0” if none.   

Drink more than a few sips of beer, wine, or any drink containing
alcohol? Say “0” if none. 

Fig. 3.1 CRAFFT 2.1_Clinician Interview
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1. Show your patient his/her score on this graph and discuss level of risk
    for a substance use disorder.  

Percent with a DSM-5 Substance Use Disorder by CRAFFT score*

2. Use these talking points for brief counseling.

1. REVIEW screening results
For each “yes” response: “Can you tell me more about that?”

2. RECOMMEND not to use
“As your doctor (nurse/health care provider), my recommendation is not to use 
any alcohol, marijuana or other drug because they can: 1) Harm your
developing brain; 2) Interfere with learning and memory, and 3) Put you in
embarrassing or dangerous situations.”  

3. RIDING/DRIVING risk counseling
“Motor vehicle crashes are the leading cause of death for young people. I give
all my patients the Contract for Life. Please take it home and discuss it with
your parents/guardians to create a plan for safe rides home.”  

4. RESPONSE elicit self-motivational statements
Non-users: “If someone asked you why you don’t drink or use drugs, what
would you say?” Users: “What would be some of the benefits of not using?” 

5. REINFORCE self-efficacy
"I believe you have what it takes to keep alcohol and drugs from getting in the
way of achieving your goals." 

3. Give patient Contract for Life. Available at www.crafft.org/contract 

© John R. Knight, MD, Boston Children’s Hospital, 2016.
Reproduced with permission from the Center for Adolescent Substance Abuse Research (CeASAR),

Boston Children’s Hospital.

(617) 355-5433  www.ceasar.org

For more information and versions in other languages, see www.ceasar.org.

CRAFFT Score

*Data source: Mitchell SG, Kelly SM, Gryczynski J, Myers CP, O’Grady KE, Kirk AS, & Schwartz RP. (2014). The CRAFFT cut-points 
and DSM-5 criteria for alcohol and other drugs: a reevaluation and reexamination. Substance Abuse, 35(4), 376–80.
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empirical support [12, 18, 19]. The CRAFFT demonstrates high reliability and 
sensitivity in identifying adolescents with problematic substance use and a diag-
nosable SUD [20]. The CRAFFT has also been validated in several other coun-
tries and languages [21–23]. (Translations of the CRAFFT are freely available 
at http://ceasar.childrenshospital.org/about/) (Fig. 3.1).

CRAFFT is a mnemonic acronym created from the first letters of the key 
domains assessed in the screening instrument (Fig.  3.1). To administer the 
CRAFFT, the clinician begins by asking three questions to screen for the num-
ber of days of use during the past 12 months of (1) alcohol, (2) marijuana, and 
(3) any other illegal or prescription medication for the purpose of getting high. 
If the patient reports zero days of use during the past 12 months for all three 
questions, the clinician follows up with the “Car” question only and provides 
appropriate affirmation or encouragement for continued abstinence. If the 
patient reports any days of use for any of the first three questions, then all six 
CRAFFT questions are administered.

Clinicians describe the CRAFFT as quick, reliable, and easy to administer, 
which makes it optimal for adolescents in a variety of settings. The first ques-
tion explores an individual’s substance use while directly operating a vehicle 
but also assesses for riding in cars whose drivers are impaired. Greater than 
22.4% of primary care patients report riding in a car with an impaired driver, 
and in 8.2% of patients, the driver is a parent or other adult family member [24]. 
According to the National Center for Health Statistics, alcohol-related car 
crashes are the leading cause of adolescent mortality [25]. For that reason, we 
recommend providing adolescents and the parent(s) with the Contract for Life 
(free download available at http://ceasar.childrenshospital.org/contract-for-
life/) to trigger a discussion around the risks associated with driving in a vehicle 
while intoxicated/impaired or riding with an intoxicated driver. Clinicians are 
encouraged to use clinical judgment to determine if safety concerns rise to the 
level of requiring disclosure to parents, such that the adolescent is considered a 
danger to himself/herself or others.

 S2BI

The Screening to Brief Intervention (S2BI) instrument is also validated for use with 
adolescents and in one study demonstrated high sensitivity and specificity in identi-
fying SUDs [26] (Fig. 3.2). The single screening assessment of “past-year use” is 
quick and effective, which allows clinicians to administer the screen in a variety of 
formats and settings. The instrument begins by asking a patient about his or her 
frequency of use of tobacco, alcohol, and/or marijuana in the past year (never, once 
or twice, monthly, weekly, or more). If the patient endorses use of any of the three 
substances, then follow-up questions are posed to target use of prescription drugs, 
illegal drugs, inhalants, and herbs. The frequency of use reported is strongly 
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Fig. 3.2 The Screening to Brief Intervention (S2BI) tool
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Fig. 3.3 (a) Quick guide: adolescent screening, brief intervention, and referral to treatment 
(SBIRT), Boston Children’s Hospital. (b) CRAFFT and S2BI algorithm

a
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Fig. 3.3 (continued)

b
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correlated with the likelihood of having a substance use disorder. Adolescents who 
report using “once or twice” in the past year are very unlikely to have a substance 
use disorder. Those who endorse “monthly” use will generally meet criteria for a 
mild or moderate substance use disorder, and those who report “weekly” use are 
likely to have a severe substance use disorder [27].

 Brief Intervention (Fig. 3.3)

In accordance with the level of risk and severity associated with a patient’s sub-
stance use, interventions may include education, brief counseling, or referral for 
more intensive outpatient or residential treatment services. When a moderate or 
severe substance use disorder is diagnosed, a mental health screening is mandatory 
due to the high frequency of mental health issues and disorders in patients who are 
using substances. Moreover, it is strongly recommended that referral to a higher 
level of care involves active collaboration and scheduling with the patient and 
agency in order to increase the likelihood of engagement in services.

In addition to the talking points listed as part of the CRAFFT in Fig. 3.1, we 
recommend:

• If no reported use: Positive feedback to delay the onset of use
• If any use: Brief advice to quit and brief motivational interviewing to reduce use 

and/or quit
• If high-risk use: Refer to treatment using motivational interviewing techniques
• If acute safety risk: Immediate intervention

 Referral to Treatment

The clinician must be familiar with available treatment services in the community 
and refer to licensed mental health professionals, as indicated. Co-occurring disor-
ders should be treated simultaneously, including attention deficit hyperactivity dis-
order (ADHD) and mood and anxiety disorders (e.g., depression, post-traumatic 
stress disorder) (for further details, see Chap. 5). Psychopharmacology consultation 
is warranted before initiating or continuing treatment for anxiety disorders with 
sedative-hypnotic drugs, such as benzodiazepines, since these medications can 
place adolescents at risk of somnolence, respiratory depression, or overdose and 
may also be misused or diverted. To prevent nonmedical use or diversion of stimu-
lant medications when treating ADHD, parents should retain control of the prescrip-
tion bottle, keep supplies locked up, and consider pill counts and directly observed 
consumption of pills. Limits around parental involvement should be established 
only if parents are unable to manage these responsibilities and/or if collaboration is 
ultimately disruptive toward treatment goals. In our experience, parental involve-
ment yields better outcomes.
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Below are examples of clinical situations when referral to treatment should be 
made immediately: (1) any patient 14 years old or younger with high-risk use; (2) 
daily or near daily use of any substance, at any age; (3) alcohol-related “blackout” 
(anterograde amnesia), or substance use-related emergency department admissions 
or hospital stays; (4) alcohol use combined with other sedatives (opioids, benzodi-
azepines); (5) taking unknown pills; and (6) intravenous drug use. More detailed 
information can be found in Chap. 4.

 Modalities for Screening and Brief Intervention

Adolescents prefer screenings on computers or paper questionnaires over clini-
cian interviews and may be more honest in their responses [28]. The CRAFFT 
has been adapted for use on an iPad, available at app.junohealth.org (only down-
loadable via an iPad). The app is an improved version of the computer-facilitated 
screening and brief advice system shown to reduce adolescents’ substance use at 
3 and 12 months after receiving it during an annual well-check [29]. Adolescents 
arriving for routine care complete the screening in a private location (out of view 
of their parent or guardian) before seeing their provider. They immediately 
receive their score and level of risk and then view ten screens of science and true-
life story vignettes illustrating the potential harms of substance use. Providers 
receive a report with the results of the screening, level of risk, and a list of “talk-
ing points” designed to prompt 2–3 minutes of individualized counseling.

 Additional Health Screening

In addition to routine yearly screening for SUDs, the AAP also recommends annual 
screening for depression and anxiety-related disorders. The PHQ-2 is an instrument 
that has demonstrated good sensitivity and specificity in detecting depression in 
adolescents, and its brevity allows for easy administration in primary care settings 
[30]. It consists of 2 questions – “Over the last 2 weeks, how often have you been 
bothered by any of the following problems (Not at all or Several Days or More than 
Half of the Days or Nearly Every Day): ‘Little interest or pleasure in doing things’ 
and ‘Feeling down, depressed or hopeless’.” Screening for depression should also 
include questions related to suicidal ideation and self-harm behaviors. Endorsement 
of depressive symptoms should be followed up with more in-depth screening by a 
mental health professional. A longer form, the PHQ-9 (which contains nine ques-
tions), is used in many settings, also.

Given the relationship between SUDs and other high-risk behaviors (i.e., unpro-
tected sex and intravenous injection of substances), it is recommended that  clinicians 
also screen, discuss, and treat sexually transmitted diseases (STDs) and the need for 
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contraception and, when indicated, provide confidential counseling and testing for 
human immunodeficiency virus (HIV) and hepatitis C (Table 3.2). Screening and 
health maintenance for particularly high-risk adolescents (e.g., those who inject 
drugs) are covered in Chap. 11.

Laboratory testing is not recommended as a primary screening modality due to 
the sporadic nature of substance use by adolescents. The most common matrix 
used for drug tests is urine because it is easily collected and is noninvasive. 
However, urine samples can be easily adulterated, which may require close obser-
vation or collection by a laboratory that uses the federal collection protocol [31]. 
Additionally, laboratory drug testing can result in false-positive results, as well as 
false-negative results, which can significantly impact clinical relationships and 
treatment focus. If screening (immunoassays) are positive, confirmatory testing 
must always be done with gas chromatography and mass spectroscopy. Any drug 
test should only be performed if the patient is agreeable. The American Academy 
of Pediatrics does not recommend any drug testing without a conscious patient’s 
knowledge and consent, and parents are not encouraged to administer drug test 
kits purchased from stores or the Internet because they may be unreliable [32]. 
Moreover, only trained clinicians should be responsible for requesting and super-
vising the collection of urine samples. For clinicians who are not trained to admin-
ister drug tests, we recommend taking a confidential history of substance use as 
the single most accurate and efficient approach.

Table 3.2 Recommended screening and medical interventions offered at first visit

Assessment of substance use disorders including tobacco use disorder
Discussion of treatment options
Laboratory tests to consider:
  CBC
  Chemistry
  Liver function tests and lipid panel
  HIV
  Syphilis
  Hepatitis panel (hepatitis A antibody, hepatitis B surface antibody, hepatitis B surface antigen, 

hepatitis C antibody)
  Urine gonorrhea and chlamydia polymerase chain reaction (PCR) testing
For females: urine pregnancy test
Vaccinationsa

  Hepatitis A
  Hepatitis B
Prescription for naloxone
If smoking, consider nicotine replacement therapy in addition to bupropion (under 18 years) or 
varenicline (18 years and older)
Depression screening

aConfirm lack of hepatitis B and hepatitis A immunity before vaccinating, since these vaccines are 
typically provided earlier in childhood
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 Take-Home Points

• Always screen for substance use.
• Always ask the “Car” question from the CRAFFT screening tool, and discuss 

safety.
• During brief intervention, recommend abstinence as the healthiest option, since 

alcohol, marijuana, and other drugs may harm the developing brain, interfere 
with memory and learning, or place youth in embarrassing or dangerous 
situations.

• Always screen for commonly associated health concerns, as clinically indicated 
(including depression, STDs, HIV, and hepatitis C).
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Chapter 4
How to Navigate Different Levels of Care

Dana Sarvey

 Introduction

Adolescence marks a critical time frame for early intervention and treatment initia-
tion for substance use disorders. Over 70% of adults with a current substance use 
disorder retrospectively report initiation during the adolescent period [1]. 
Paradoxically, however, adolescence can also be the most challenging time for clini-
cians to effectively implement such much needed services. Complex neurobiologi-
cal changes occur during adolescence, rendering the normally developing adolescent 
vulnerable to the initiation of risk-taking behaviors, which, for some individuals, 
can lead to the development of substance use disorders. However, only about 10% 
of adolescents who meet criteria for substance use disorder actually enroll in treat-
ment [2]. This rate of utilization has remained consistently low over the past 20 years 
[3]. Further, youth who do enter treatment generally demonstrate a relapsing and 
remitting course, often with low retention, and only modest outcomes for those who 
do finish [4, 5]. Specific adolescent minority groups have an even greater risk for 
poorer outcomes, including low treatment completion as well as more significant 
long-term medical and legal complications [6].

One explanation for this paradox in treatment need versus outcome is the hetero-
geneity of youth who suffer from substance use disorders. Adolescents who present 
to treatment are often not fully motivated to make changes, even when experiencing 
functional impairments. The here and now can become more important than the 
serious health consequences that may develop from the chronic and excessive use of 
substances. Co-occurring mental illness also influences outcomes. Recent studies 
suggest that more than two-thirds of youth with substance use disorders also meet 
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criteria for a second (and sometimes third and fourth) co-occurring mental health 
disorder [7, 8], rendering dual diagnosis the rule rather than the exception. Treatment 
outcomes are also poorer for those with co-occurring psychiatric conditions, even at 
higher levels of care [9]. Matching adolescents with personalized and prescribed 
plans for treatment creates an opportunity for providers to increase the likelihood of 
successful engagement for their patients. These meaningful interventions can often 
lead to significant change or alteration in life trajectory. Although co-occurring 
mental health disorders are reviewed in greater depth in Chap. 5, here we discuss 
them in the context of navigating different levels of care for substance use 
disorders.

 Assessment for Appropriate Treatment

Quality treatment planning begins with a thorough substance use history and safety 
assessment. The following table provides a means of organizing the different risk 
factors involved in a multidimensional assessment (Table 4.1). Many, but not all, of 
the risk factors listed in Table  4.1 are consistent with the American Society of 
Addiction Medicine (ASAM) consensus guidelines for assessment.

Generally, the more significant the degree of impairment found in each cate-
gory, the greater the need for a higher level of care. A thorough evaluation begins 

Table 4.1 Multidimensional components of a thorough safety assessment

Risk factors
Degree of impairment
Mild Moderate Severe

Frequency of use Monthly or less Weekly Daily or near-daily
Intoxication/
withdrawal

None, or only mild 
symptoms

Moderate symptoms Severe/life-threatening

Co-occurring 
medical conditions

None, or mild Moderate (stable 
and/or controlled 
medical conditions)

Severe (unstable and/or 
uncontrolled medical 
conditions)

Comorbid 
psychiatric illness/
suicidality

None, or mild Moderate (stable 
comorbid illnesses)

Severe (ongoing suicidality, 
borderline personality 
disorder, bipolar illness, 
PTSD)

Ambivalence Low (very motivated 
for treatment)

Moderate (some 
ambivalence)

High (denial of difficulties 
and/or strong ambivalence)

Family/social 
environment

Supportive and 
resourceful family, 
stable school 
environment

Mildly supportive, 
fewer resources, 
school difficulties

Nonsupportive (homelessness, 
child and family services 
involvement, out of school)

Likelihood of 
relapse/
unintentional 
overdose

Low (steady use 
patterns with single 
substance)

Moderate (use of 
multiple substance 
types)

High (intravenous drug use, 
opioid use, methamphetamine 
use, use of multiple 
substances)
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with quantitative information about what substances are being used, the frequency 
of use, as well as inquiring about any legal or functional difficulties. Although 
adolescents with substance use disorders are less likely than adults to present for 
treatment with medical complications and signs of withdrawal from their sub-
stance use, they are more likely to be misusing more than one primary substance 
[10]. Adolescents are also more likely to hide or minimize their use compared to 
adults and tend to continue their use despite adverse legal or psychosocial conse-
quences [11]. Collateral history from caregivers is also essential for this reason, 
given adolescents’ possible reticence in being forthright in acknowledging their 
struggles.

Although fortunately relatively rare in adolescents, signs of physiological with-
drawal can demonstrate the need for detoxification within a hospital setting. This is 
particularly true for withdrawal from alcohol or benzodiazepines, which can be life- 
threatening. It is also important to consider co-occurring physical health conditions. 
Many of these conditions can impact a patient’s ability to safely receive treatment 
within an outpatient setting. Co-occurring psychiatric illness also poses additional 
safety risk for adolescents who are already at increased risk by virtue of their sub-
stance use. Evaluating an adolescent’s motivation for treatment is another dimen-
sion to consider, with the degree of motivation to change having been correlated 
with the success of treatment [12]. Family and social supports can also be an inte-
gral part of determining the appropriate level of care.

Drug overdose is currently and alarmingly a leading cause of unintentional death 
among adolescents and young adults within the United States [13]; however, it is 
important to consider not only the immediate risk of overdose but also the degree to 
which an adolescent might be experiencing concomitant suicidality. The combina-
tion of potentially lethal substance use (such as opioid use) along with ongoing 
suicidal thinking and/or ambivalence around safety places many adolescents at 
much greater risk. Conversely, a history of even mild substance use rises to a greater 
level of importance for those with a co-occurring history of self-harm and suicide 
attempts, as they may be more likely to attempt or self-harm when acutely 
intoxicated.

 General Principles of Treatment

Individual assessment is followed by the development of a treatment plan, which 
includes matching the adolescent with an appropriate level of care. Some general 
principles of adolescent substance use treatment to consider are listed below [11]:

 1. Addressing any substance use, even if it does not qualify as a disorder, should be 
a primary goal of all providers who work with adolescents. (Providing brief 
interventions for adolescents who use substances is covered in Chap. 3.)

 2. No single treatment or combination of evidenced-based treatments will be appro-
priate for all adolescents.

4 How to Navigate Different Levels of Care
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 3. Treatment is primarily behaviorally based. However, treatment with medication 
is warranted and highly effective in cases of significantly impairing substance 
use and/or with the treatment of opioid use, tobacco use, and alcohol use disor-
ders. (Medication treatment for substance use disorders is reviewed in Chap. 7.)

 4. Concomitant treatment of comorbid psychiatric disorders yields better out-
comes [14]. (Management of co-occurring mental health disorders is discussed 
in Chap. 5.)

 5. Treatment of adolescent substance use disorders should be considered a chronic 
illness with relapsing and remitting features in which individuals may oscillate 
between different levels of care.

 6. Effective treatment takes time. The longer the duration of treatment, the more 
sustained and positive the outcomes tend to be, and retention in care is associated 
with improved treatment outcomes [15].

 7. Relapse is an opportunity for additional support to be put in place and/or indi-
cates that the current level of care might not match the need.

 Levels of Care

The American Society of Addiction Medicine (ASAM) has created an evidenced- 
based consensus model of progressive levels of treatment for adolescents, which 
can serve as a framework to consider when evaluating placement options (Fig. 4.1).

Reflecting a continuum of care

Outpatient
services

Intensive outpatient/
partial hospitalization

services
Residential/

inpatient services

3

3.12.5

2

2.1

0.5

0 1

Clinically
managed

low-intensity
residential
services

Partial
hospitalization

services

Intensive outpatient
services

Early intervention

Within the five broad levels of care (0.5, 1,2,3,4), decimal numbers
are used to further express gradations of intensity of services.
The decimals listed here represent benchmarks along a continuum,
meaning patients can move up or down in terms of intensity without
necessarily being placed in a new benchmark level of care.

clinically managed
population-specific

high-intensity
residential services

Clinically
managed

high-intensity
residential
services

Medically
monitored
intensive
inpatient
services

3.7

3.5

3.3

4

Medically managed
intensive inpatient

services

Note:

Fig. 4.1 ASAM Levels of Care. (Used with permission of the American Society of Addiction 
Medicine. Mee-Lee D. The ASAM criteria: treatment criteria for addictive, substance-related, and 
co-occurring conditions. 3rd ed. American Society of Addiction Medicine; 2013)
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A summary of various points along this continuum is described below. The con-
cept behind the model is that patients move between different levels of care, depend-
ing on the need. The goal of treatment is to help patients stabilize and reduce their 
use. Although abstinence is the most beneficial from a medical perspective, reduc-
tion of use may be a more realistic expectation for many adolescents.

 Early Intervention

Exposure to substances among adolescents should be delayed for as long as is pos-
sible, given the strong likelihood of developing an addiction during this time period, 
with increasing severity of illness being associated with age at first use [16, 17]. 
Intervention can be implemented with adolescents who have not yet initiated any 
substance use, in the form of preventative education and reinforcement strategies. 
This should be primarily focused on a positive reinforcement approach, such that 
the adolescent feels empowered and informed. Make sure to commend adolescents 
on their choice not to use. As soon as an adolescent is identified as having experi-
mented with substances, which can typically begin with tobacco and/or cannabis 
use, a treatment-tailored approach should commence.

 Outpatient Services

Most adolescents with substance use disorders receive treatment at the outpatient 
level of care. Outpatient treatment has been shown to be clinically effective for most 
adolescents with mild to moderate substance use disorders, particularly when they 
are diagnosed with a single use disorder (76% of youth under age 18 identify can-
nabis as their primary substance) [18]. About a third of adolescents entering treat-
ment achieve sustained abstinence after 12 months, while about half reduce their 
use, as compared to pretreatment usage levels [19, 20]. The degree of substance use 
prior to treatment, the level of functional impairment, and the socioeconomic (level 
of household income) profile of the adolescent are all associated with response to 
treatment [21]. These variables should be taken into consideration when determin-
ing whether outpatient level of care would be successful for a particular adolescent. 
Although it is impossible to recommend a general prescribed length of treatment for 
all patients, most studies support treatment lasting at least 3 months for effective 
long-term outcomes [15].

The mainstay of outpatient psychotherapy treatment for adolescents with sub-
stance use typically involves a cognitive behavioral therapy (CBT) framework. Both 
group and individual CBT have been shown to be moderately effective [22, 23]. 
CBT focuses on providing adolescents with a structure through which to understand 
their behaviors and usage patterns, as well as how to manage their urges through 
structured plans of coping. CBT is often combined with motivational interviewing 
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(MI) or motivational enhancement treatment (MET), an interviewing technique 
which attempts to maximally engage the adolescent in a discussion around their 
ambivalence in changing their usage habits. MI/MET can be considered for those 
adolescents with lower motivation to change their use on assessment, and/or with 
certain co-occurring psychiatric illness, as a means of increasing engagement. 
Typically, outpatient treatment is delivered on a weekly basis, and the cost of 
3 months of outpatient treatment on average ranges from $900 to $4000, depending 
upon the modality used [23]. (These modalities and others are discussed in greater 
detail in Chap. 6.)

Family involvement is also crucial. Increased parental involvement in an adoles-
cent’s treatment has consistently been found to lead to a decrease in substance use 
patterns for youth [10]. Parental involvement can take many forms, including 
increased limit setting, closer monitoring of an adolescent’s activities and time with 
peers, and providing rewards for treatment adherence. There are various forms of 
family therapy that can support this process and that are effective with adolescents. 
In fact, several well-designed outcome studies support family treatment to be supe-
rior to outpatient group treatment, especially for younger adolescents (ages 11–15) 
[24]. A newer approach, called Adolescent Community Reinforcement Approach 
(ACRA), incorporates both individual CBT components and a family-based inter-
vention and has been successful with adolescents suffering from a broad range of 
symptom severity [25] (ACRA is described in greater detail in Chap. 6, as well as 
Chap. 16).

Case management and recovery support services can also serve important 
adjunctive functions within the outpatient realm. Case management can help pro-
vide continuity of care for adolescents with moderate usage habits, but a less sup-
portive home environment. A 12-step recovery support, including Alcoholics 
Anonymous (AA) and Narcotics Anonymous (NA), demonstrates modest efficacy 
for adolescent substance use disorders. Recovery support seems the most effective 
for youth who are motivated to reduce their use and have specific treatment goals 
[26]. Contingency management, a method of providing immediate, external incen-
tives (e.g., gift cards or other prizes) for negative urine screens and treatment com-
pliance (positive reinforcement), has been demonstrated to improve adherence to 
outpatient treatment and further reduce use, beyond CBT alone [27].

 Intensive Outpatient/Partial Hospitalization

Adolescents who have more serious substance use (moderate to severe) but who can 
still be safely managed within the home environment and have no immediate medi-
cal, safety, or withdrawal complications would be appropriate for either an intensive 
outpatient program or partial hospitalization program. Intensive outpatient pro-
grams tend to run 2–3 days per week, for at least 2–3 h per session, and offer a 
variety of psychotherapy services, including CBT (group and individual treatment), 
motivational interviewing, case management, 12-step programming, and family 
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support. Partial hospital programs or “day treatment” programs run the duration of 
the day (4–6 h), 5 days per week. Partial hospital programs tend to be more struc-
tured, have a stronger group component, and allow for closer medical monitoring.

One factor which may help determine whether an adolescent is better served to 
attend an intensive outpatient program versus a partial hospital program is the level 
of support and engagement within the school setting. If the adolescent has recently 
been hospitalized or is not currently attending school regularly, a partial hospital 
program may be most beneficial. Treatment outcomes for intensive outpatient pro-
grams and partial hospitalizations have not been well measured. The few studies 
which exist demonstrate comparable rates of reduction in use between partial hos-
pitalization and inpatient treatment [28]. The cost of an intensive outpatient pro-
gram and partial treatment varies widely by region but is estimated to be between 
$3000–$10,000 for 30 days of intensive outpatient treatment and $350–$700 per 
day for a partial hospital program. Such programs are typically covered by most 
health insurance plans [29].

 Residential Inpatient Services

Residential treatment can be divided into short-term, acute residential treatment 
(less than 30 days) and long-term residential treatment (greater than 30 days). Acute 
residential treatment provides 24-h mental health support in a fully licensed, secure 
hospital or community setting. There is close monitoring by trained mental health 
professionals, but not necessarily 24-h nursing and medical (MD) supervision that 
there would be on an inpatient unit. Programming generally consists of a structured 
combination of individual and group psychotherapy (most commonly CBT), milieu 
treatment, family treatment, attendance at 12-step meetings, and intensive psychiat-
ric monitoring. This level of care is most appropriate for adolescents with moderate 
to severe substance use, heavier use of multiple substances, high risk use and/or 
suicidality, and those who do not have a supportive home or school environment. 
Many residential treatment programs offer dual diagnosis programming for those 
with co-occurring psychiatric disorders. Evidence supports such a model of treat-
ment as being superior in quality, when compared to programs that do not provide 
such encompassing benefits [14]. The efficacy of residential treatment in reducing 
adolescent substance use patterns has been substantiated [30], though specific out-
come data has not been rigorously collected across different types of residential 
settings, in order to make appropriate comparisons. Of note, some acute residential 
programs are licensed to perform detoxification as well as intensive treatment and 
offer stepped levels of care, starting with acute management through transitional 
living. The cost of residential services varies. Acute residential programs tend to 
cost approximately $500–$1500 per day, while longer-term residential treatment 
might cost upward of $25,000–$40,000 for up to 12 weeks [29]. Many insurance 
plans will cover residential stays with appropriate documentation supporting this 
level of care.

4 How to Navigate Different Levels of Care
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 Medically Managed, Intensive Inpatient Treatment

Detoxification is defined as the medical/pharmacological management of symptoms 
of withdrawal, caused by exogenous substance use. There are specialized units 
which provide 24-h detoxification treatment, typically within a hospital setting. 
This level of care is indicated for adolescents who demonstrate symptoms of acute 
withdrawal (e.g., opioid use disorders commonly produce obvious withdrawal 
symptoms) or who are very likely to demonstrate hazardous withdrawal based on 
usage patterns (such as consistent alcohol and benzodiazepine use that could result 
in seizures). Treatment typically lasts 3–7  days. Once an adolescent completes 
detoxification, further treatment is typically needed, and adolescents may step down 
to either a short-term residential unit or a partial hospital program.

Adolescents presenting as acutely suicidal, and simultaneously in withdrawal, 
pose unique challenges. In most cases, it is recommended that the adolescent be 
stabilized within an inpatient dual diagnosis setting, if accessible. Many child and 
adolescent psychiatrists within psychiatric inpatient units have the capability of 
commencing treatment with medications, such as buprenorphine-naloxone for opi-
oid use disorder, if needed.

 Facilitating Referrals

 Navigating Insurance Coverage

One of the largest impediments to treatment is often locating appropriate treatment 
facilities or providers which are covered within the network of an insurance plan. 
The best way of assuring that a treatment or provider is considered in network is to 
look at the individual website for the insurance company, where they list providers 
and covered levels of care. Some insurance companies also provide free case man-
agement services that can assist with the location of certain treatment facilities or 
providers, if it is not easily found on the website.

Insurance typically provides coverage for in-network outpatient individual ther-
apy, group therapy, intensive outpatient programs, partial hospital programs, and 
acute residential treatment. Long-term residential treatment is often not covered. 
Because many residential programs for adolescent substance use are graded (offer-
ing several levels of care within the same facility), treatment facilities will fre-
quently advertise that insurance will cover the cost of treatment. However, coverage 
is often only provided for the first component of treatment, considered to be the 
acute residential level of care. Insurance companies may also pay for “out-of- 
network” benefits when there is no in-network treatment facility that is deemed 
appropriate for what is clinically recommended.

Despite federally established mental health parity laws, disparities in treatment 
coverage persist. Obtaining appropriate insurance authorization is variable, 
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 depending upon the insurer and region, but all insurers require patients to meet 
medical necessity for that level of care. However, medical necessity guidelines vary, 
depending on the level of care requested, as well as the specific insurance company. 
It is important to emphasize the safety concerns, risk of relapse, and/or risk of over-
dose when advocating for a higher level of care. When in doubt, always ask what the 
criteria are to determine medical necessity for a particular level of care, and then try 
and present your best clinical argument, based on the company’s specific 
definitions.

 Locating Providers

Table 4.2 lists several professional and governmental organizations which provide 
updated web-based resources and search engines for locating specific providers and 
treatment programs within the United States.

 Take-Home Points

 1. With a relatively low percentage of adolescents with substance use disorders cur-
rently enrolled in treatment, treatment planning represents an area of unique 
opportunity where providers can often make a significant difference in helping to 
engage youth.

 2. Utilizing an evidence-based, multidimensional assessment can be a useful tool 
for determining which level of care is the most appropriate.

 3. Treatment planning should take into consideration that adolescent substance 
use disorders are often insidious and chronic in nature and can be relapsing 

Table 4.2 Web-based resources

The Substance Abuse and 
Mental Health Services 
Administration (SAMHSA)

Government website to locate outpatient, 
residential, and inpatient treatment programs 
within the United States

findtreatment.
samhsa.gov
1-800-662- 
HELP

The Partnership for 
Drug-Free Kids

Nonprofit organization with resources on teen 
drug use and treatment programs for parents

drugfree.org
1-855-378-4373

The American Academy of 
Addiction Psychiatry

Professional organization specializing in 
addictions treatment (website offers 
information on locating providers and 
medication-assisted treatment under “find a 
specialist” tab)

aaap.org

The American Academy of 
Child and Adolescent 
Psychiatry

Professional organization specializing in child 
and adolescent psychiatry (website offers 
physician locator services)

aacap.org
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and remitting in their course. Treatment is provided on a continuum and 
focuses on reduction of use.

 4. Utilizing available insurance-based, professional, and governmental resources 
can help provide a variety of treatment options to patients and their families, 
within the constraints of the current system.
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Chapter 5
Co-occurring Mental Health Disorders

Valeria Tretyak and Justine W. Welsh

 Introduction

Adolescents with mental health disorders are at increased risk for the development 
of problematic substance use [1]. Results from the National Comorbidity Survey 
indicate that up to 67% of adolescents with substance abuse or dependence have 
experienced at least one prior mental health disorder [2]. By the time adolescents 
reach age 18, as many as one-third will have used illicit drugs or regularly con-
sumed alcohol [2]. In turn, adolescents who use substances are more likely to 
develop new psychiatric disorders or exacerbate pre-existing mental health symp-
toms [3]. In practice, the clinical picture may be difficult to interpret, with substance 
use (or withdrawal from substances) potentially creating specific psychiatric symp-
toms, such as the sensation of panic, anxiety, or anhedonia. However, many indi-
viduals with a substance use disorder meet criteria for a co-occurring mental health 
disorder or have a pre-existing primary mental health condition. The term “co- 
occurring disorders” refers to conditions that exist at the same time, such as an 
alcohol use disorder (AUD) and a concurrent diagnosis of generalized anxiety dis-
order (GAD). A synonymous term that is often used is “dual diagnosis.”

Treatment of co-occurring mental health disorders is especially important due 
to their detrimental influence on substance use. Even untreated mental health 
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symptoms not meeting full diagnostic criteria for a disorder can negatively impact 
the course of treatment for substance use. In these cases, treatment planning can be 
difficult due to the unidentified etiology of existing mental health symptoms. 
Symptoms of substance use often mimic mental health disorders, with practitio-
ners having historically voiced their inability to effectively diagnose a co-occur-
ring mental health condition prior to the achievement of full abstinence. As a 
result, the treatment field focused on achieving full abstinence prior to treatment 
initiation for any co-occurring mental health symptoms. However, delaying treat-
ment for a co- occurring mental health condition could impede successful SUD 
recovery. For this reason, it is now more common, and strongly advised, to treat 
co-occurring conditions in tandem.

 Epidemiology

 Major Depressive Disorder

Approximately 30% of adolescents with a SUD have experienced a major depres-
sive episode in the last year [4]. There is also a 20–30% co-occurrence rate for 
SUDs and depression [1]. A diagnosis of major depressive disorder (MDD) may be 
particularly challenging to make in adolescents who have been identified as using 
substances. Depression is typically characterized by a depressed mood or loss of 
interest, as well as potential feelings of guilt, hopelessness, sleep disturbances, 
appetite changes, poor concentration, low energy, and even thoughts of death [5]. 
Although the same criteria for a diagnosis are used in both adults and adolescents, 
adolescents often present with prominent irritability instead of a sad or low mood. 
Additionally, behaviors that support the secrecy and consumption of substances, 
such as isolation, irritability, and sleep disturbances, can be confused with symp-
toms of depression. Finally, a strained parental/adolescent relationship may also 
influence symptoms perceived by caregivers.

 Anxiety Disorders

Research linking substance use and anxiety disorders is limited and has pro-
vided mixed data. Specifically, some studies have found that anxiety symptoms 
can be protective against substance use in some adolescents while still posing as 
a risk factor for future substance use in others [6]. Social anxiety disorder 
(SAD), for example, has been found to be highly associated with AUDs and 
post-traumatic stress disorder (PTSD) [7]. In a population of adolescents and 
young adults seeking substance-specific treatment, having any anxiety-related 
diagnosis was significantly associated with opioid use [8]. More specifically, 
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individuals with opioid use were more than three times as likely to meet criteria 
for a diagnosis of GAD. Similarly, those with cocaine use were also more than 
three times as likely to meet criteria for PTSD [8].

 Bipolar Disorder

Research suggests that up to 48% of individuals with bipolar disorder (BD) have a 
co-occurring substance use diagnosis [9]. However, there is a paucity of empirical 
data investigating potential risk factors for this high co-occurrence rate, and it 
remains unclear whether BD more commonly precedes substance use in this popu-
lation or vice versa. Overall, BD in adolescents has been linked with higher rates of 
suicide attempts, hospitalizations, and significant functional impairment [10]. 
Substance use has a well-known relationship with poorer medication adherence and 
worse treatment outcomes in individuals with BD.

 Psychosis

Increased rates of substance use, particularly alcohol, tobacco, and cannabis, are 
also found in youth at risk for psychosis. Early exposure, heavy use, and higher 
potency of marijuana used have been associated with worse disease progression in 
schizophrenia and other psychotic illnesses [11]. It is important to consider the con-
sequences of continued substance use on psychosis recurrence in youth whose co- 
occurring SUD remains untreated [12]. This highlights the need for timely 
identification and implementation of early intervention strategies that can improve 
future physical and mental health outcomes.

 Disruptive Behavior Disorders and ADHD

Externalizing disorders such as oppositional defiant disorder (ODD) and conduct dis-
order (CD) in adolescents commonly present with a co-occurring SUD. Evidence 
suggests that externalizing disorders can both follow and precede substance use in this 
population. Externalizing disorders that are present in childhood serve as relatively 
good predictors for the future initiation of substance use in both genders [13]. This 
highlights the importance of early identification and treatment for externalizing disor-
der symptoms. Rather than attributing substance use to the development of deviant 
behaviors, in certain circumstances it may be important to conceptualize substance 
use as a manifestation of a pre-existing externalizing disorder [13].

In adolescents, the strongest associations between substance use and external-
izing disorders in the absence of any internalizing problems (i.e., anxiety or 
depression) have been found for cigarette, alcohol, and marijuana use [14]. 

5 Co-occurring Mental Health Disorders



58

Attention deficit hyperactivity disorder (ADHD) has been reported to occur in as 
many as 38% of adolescents with a cannabis use disorder [15]. The relationship 
between ADHD and the use of nicotine, cocaine, alcohol, and other substances in 
adolescents is also well documented but rarely linear in nature. Research suggests 
that this co-occurrence often operates through other  psychiatric externalizing and 
internalizing conditions such as ODD and CD, or depression [16, 17]. Subsequently, 
it is important to monitor youth presenting with ADHD and co-occurring sub-
stance use for additional externalizing and internalizing conditions.

 Assessment

Adolescents who are using substances are often excluded from studies examining 
treatment options for primary mood disorders, leaving minimal research as to the 
most effective treatment options for this population. Clinicians may also be less 
likely to diagnose a SUD when there are no developmentally appropriate treat-
ment resources available for referral. Some families carry stigma toward such 
diagnoses, thereby limiting full disclosure of symptoms or negatively influencing 
their desire to seek a clinical assessment. Similarly, cultural beliefs, socioeco-
nomic status, service availability, and racial/ethnic minority status can further 
pose barriers against adequate identification of individuals with co-occurring 
mental health disorders and SUDs, often due to historic disparities in mental 
healthcare delivery [18].

There are no widely used, evidence-based screening tools specifically tailored 
for adolescents suspected of having overlapping substance use and mental health 
concerns. However, there are a number of standardized screening tools for adoles-
cent substance use that are covered in detail in Chap. 2, as well as standardized 
measures (reviewed below) that can assist in diagnosing mental health disorders. 
The 5th edition of the Diagnostic Statistical Manual of Mental Disorders [5] out-
lines criteria for known substance use and psychiatric diagnoses. It is important to 
distinguish a co-occurring mental health condition from a substance-induced men-
tal disorder. While a person can meet criteria for a SUD and a co-occurring mental 
health disorders at the same time, the diagnosis of a substance-/medication-induced 
mental disorder requires an understanding of the temporal relationship of symptom 
onset.

Evidence of an independent mental disorder could include the following: (1) the 
disorder preceded the onset of severe intoxication or withdrawal or exposure to the 
medication; or (2) the full mental disorder persists for a substantial period of time 
(>1 month) after the cessation of acute withdrawal or severe intoxication. This cri-
terion does not apply to substance-induced neurocognitive disorder or hallucinogen- 
persisting perception disorder, which persists beyond the cessation of acute 
intoxication or withdrawal [5]. In clinical practice, mood symptoms directly related 
to substance use usually improve or resolve within 4  weeks of abstinence. It is 
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 critical to note that although symptoms may dissipate after cessation of substance 
use, clinicians should not wait for abstinence prior to making a diagnosis of a co- 
occurring mental health disorder and/or initiating a comprehensive treatment 
regimen.

A variety of screening tools can be used to guide the assessment of potential 
psychiatric and SUD diagnoses in adolescents. Some of these tools require clinical 
administration (not self-report) and lengthier time commitments (Table 5.1). Many 
of these screens can be found through the websites of:

• The American Academy of Child and Adolescent Psychiatry (AACAP): http://
www.aacap.org/AACAP/Member_Resources/AACAP_Toolbox_for_Clinical_
Practice_and_Outcomes/Forms.aspx.

• The National Institute on Drug Abuse (NIDA) Chart of Evidence-Based 
Screening Tools for Adults and Adolescents: https://www.drugabuse.gov/
nidamed-medical-health-professionals/tool-resources-your-practice/screening-
assessment-drug-testing-resources/chart-evidence-based-screening-tools-adults.

When making a diagnosis, consideration should be given to the potential influ-
ence of intoxication/withdrawal states on presenting symptoms. For example, dur-
ing withdrawal periods substances such as marijuana can cause persisting irritability 
and sleep disturbances (REM rebound with vivid nightmares) that can mimic an 
underlying depressive syndrome. Adolescents with active substance use may 

Table 5.1 Psychiatric 
screening/assessment tools 
for substance use and other 
mental health conditions in 
adolescents

Examples of psychiatric screening/assessment tools

Substance use in adolescents
  A. Self-report

   CRAFFT
   Screening to Brief Intervention (S2BI)
    Brief Screener for Alcohol, Tobacco, and Other Drugs 

(BSTAD)
  B.  Clinician-administered interviews with substance use 

screens

   Global Appraisal of Individual Needs (GAIN)
   Teen Addiction Severity Index (T-ASI)
    Kiddie Schedule for Affective Disorders and Schizophrenia 

(K-SADS)
Other psychiatric conditions in adolescents
  Global Appraisal of Individual Needs (GAIN)
  Child Mania Rating Scale-Parent Version (CMRS-P)
  Quick Inventory of Depressive Symptomatology 

(QIDS-A17-C)
  Vanderbilt ADHD Diagnostic Teacher Rating Scale
  Swanson, Nolan, and Pelham-IV Questionnaire (SNAP-IV)
  Screen for Child Anxiety Related Disorders (SCARED)
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 outwardly display more secretive behaviors that can be mistaken for social isolation 
and/or avoidance. Any heavy substance use can impair a student’s ability to focus 
and concentrate on school work. In addition, prescription stimulant use, even in dos-
ages that are commonly used to treat ADHD, may exacerbate or directly cause 
symptoms of anxiety and panic. Finally, sleep patterns may also become signifi-
cantly disrupted due to influences by substance use and associated behaviors.

 Treatment of Co-occurring Psychiatric Disorders

 Behavioral Treatments

Treating co-occurring psychiatric disorders is imperative, as they are associated 
with an earlier age and heavier use, higher rates of relapse, and more severe with-
drawal symptoms [19]. Research also suggests that adolescents exhibiting co- 
occurring externalizing disorders have an increased risk for relapse shortly after 
treatment cessation when compared to adolescents with internalizing disorders [20]. 
Unfortunately, there are only a limited number of Substance Abuse and Mental 
Health Services Administration (SAMHSA) supported interventions that are 
evidence- based for adolescents with dual diagnoses (Table 5.2). Only five of these 
programs have supporting evidence for the treatment of co-occurring internalizing 
disorders (i.e., depression and anxiety): the Adolescent Community Reinforcement 
Approach, Family Behavior Therapy, Phoenix House Academy, The Seven 
Challenges, and Seeking Safety [21]. Some of these programs are described in fur-
ther detail in Chaps. 4 and 6.

Table 5.2 SAMHSA’s 2017 National Registry of Evidence-based Programs and Practices 
(NREPP)

Name of program

Adolescent Community Reinforcement Approacha

Chestnut Health Systems-Bloomington Adolescent Outpatient and Intensive Outpatient 
Treatment
Family Behavior Therapya

Family Support Network
Multidimensional Family Therapy
Multi-Systemic Therapy
Parenting with Love and Limits
Phoenix House Academya

The Seven Challengesa

Seeking Safetya

aThis symbol denotes the five programs that have supporting evidence for the treatment of co- 
occurring internalizing disorders [21]; please note that programs listed here are from an earlier 
compilation listed in NREPP in 2017 that exclusively included interventions with a strong evi-
dence base
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Treatments targeting co-occurring externalizing disorders in adolescents with an 
SUD include the Multi-Systemic Therapy, Multidimensional Family Therapy, the 
Adolescent Community Reinforcement Approach, Cognitive Behavioral Therapy 
(CBT) combined with Motivational Interviewing (adding contingency management 
can improve effectiveness), and pharmacotherapy when targeting ADHD with co- 
occurring substance use [19]. Treatments targeting co-occurring internalizing disor-
ders in adolescents with an SUD include CBT combined with motivational 
interviewing or mindfulness; Coping with Depression; family therapies such as the 
Brief Strategic Family Therapy, Family-Focused Therapy for adolescents, and 
Behavioral Family Systems Therapy; Multi-Systemic Therapy; and the peer- helping 
component of the 12-step programs. However, evidence for these treatments is often 
mixed and at times still preliminary in nature [19]. These treatments can be admin-
istered by a variety of mental health and general healthcare professionals in both 
clinical and nonclinical settings. A common theme in these programs is the enhance-
ment of motivation for substance reduction through strengthening the client’s inter-
nal and external motivators. For example, motivational interviewing highlights the 
adolescent’s own reasons and desires for change, while contingency management 
establishes an external reward system to enhance motivation for goal achievement 
(typically substance use reduction).

 Pharmacological Treatments

In terms of medication, once an additional mental health condition is identified, a 
common question is whether or not to treat psychiatric symptoms immediately or to 
wait and see if they improve with substance use reduction or abstinence. There have 
been a limited number of studies examining the risks/benefits of treating symptoms 
immediately or waiting until substance use declines. Riggs et al. found that depres-
sive symptoms demonstrated a good response to CBT alone in adolescents with 
co-occurring substance use [22]. However, the study authors recommend consider-
ing the use of medication such as fluoxetine if symptoms do not improve/remit past 
early treatment even without abstinence. In this study, adolescents who continued to 
use a wide range of substances responded to medication intervention at similar rates 
to those who were abstinent. There are almost no data to elucidate the influence of 
specific substances on psychiatric medications in adolescents. There are limited 
data examining this relationship in adults, with active substance use during treat-
ment demonstrating a less favorable response to lithium (mood stabilizer) in BD 
[23] and antidepressants in depression [24].

As noted above, there is a substantial overlap between ADHD and substance use. 
If possible, treatment should first be provided with a non-stimulant medication such 
as atomoxetine or an α-agonist. If symptoms do not respond, a stimulant should be 
considered. While parents and clinicians may have concerns about the potential risk 
of stimulant medication in their children, there is significant evidence suggesting 
that children who receive ADHD treatment earlier, and use stimulant medications 
for a longer period of time, have lower rates of substance use during adolescence [25]. 
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If opting to use stimulant medication, clinicians should target longer-acting over 
shorter-acting stimulants, as well as formulations with lower misuse potential such 
as lisdexamfetamine (trade name Vyvanse). Lisdexamfetamine requires an enzy-
matic reaction in the gastrointestinal system in order to be activated, decreasing the 
likelihood an adolescent will use it via other routes of administration (e.g., inhala-
tion or injection). In these situations, parents are often coached to directly supervise 
administration of controlled substances while limiting access to medications by 
ensuring safe storage (e.g., locked medication cabinet). In cases where there are 
concerns around potential diversion in the household, schools are often equipped for 
administration of the medication during the school week. Clinicians should also be 
aware that medication treatment alone in individuals with ADHD and current active 
co-occurring substance use is not always effective, suggesting the need for a combi-
nation of structured psychotherapies in addition to any pharmacotherapy [26].

There are limited data for the treatment of co-occurring BD in adolescents with 
SUDs. The use of lithium in adolescents with BD has shown some benefit in 
decreasing substance use and stabilizing mood symptoms [27], although active sub-
stance use has also demonstrated a lower response to lithium among patients with 
BD in other studies [23]. In a small case series, individuals who received valproic 
acid experienced a decrease in both substance use and affective symptoms [28]. The 
presence of an alcohol use disorder in adolescents with BD may contribute to poorer 
medication adherence and higher rates of BD syndrome recurrence [29]. There is no 
consensus on how long to continue treatment for co-occurring disorders. For exam-
ple, evidence suggests a benefit of a 6–12  month continuation phase after acute 
treatment completion for depressive disorders in order to decrease the likelihood of 
potential relapse of depressive symptoms [30].

 Conclusions

Unfortunately, co-occurring mental health disorders in adolescents with problem-
atic substance use are more often the rule rather than the exception. Active sub-
stance use can negatively impact mental health disorder identification and 
symptomatology, treatment adherence, and overall treatment success. The timely 
and accurate diagnosis of a co-occurring mental health disorder in adolescents pre-
senting with substance use in clinic is crucial but often difficult to achieve. Although 
no rapid evidence-based screening tools exist for the combined assessment of sub-
stance use and co-occurring disorders, lengthier assessment screens or a combina-
tion of tools are available to aid in the evaluation process. There are currently no 
gold standard treatments for treating co-occurring mental health and SUDs in ado-
lescents. However, a combination of both behavioral and pharmacological treat-
ments has demonstrated evidence in symptom reduction.
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 Take-Home Points

• There is a high co-occurrence of mental health disorders and substance use in 
adolescents.

• There are currently no gold standard screening tools or treatment options for co- 
occurring mental health and SUDs in adolescents.

• An emphasis should be placed on the concurrent treatment of any mental health 
disorders in adolescents with problematic substance use.
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Chapter 6
Behavioral Interventions for Substance Use 
and Relapse Prevention

Mark D. Godley and Lora L. Passetti

 Behavioral Interventions for Substance Use and Relapse 
Prevention

The key aims of this chapter are to (1) briefly describe various behavioral interven-
tions for substance use and their research support, (2) discuss the need for adoles-
cents to increase pleasure or fun in recovery and build recovery capital in order to 
prevent relapse, and (3) describe the Adolescent Community Reinforcement as one 
approach with a strong evidence base that works with adolescents to increase their 
sources of recovery capital.

Over the last two decades, a host of behavioral interventions have emerged to 
help adolescents with substance use disorders. Many of these treatments are sup-
ported by evidence from one or more clinical trials of effectiveness in practice set-
tings, and some are not. Specific treatments can, in general, be sorted into the 
following categories: family therapy, motivational interviewing (MI), cognitive 
behavior therapy (CBT), contingency management (CM), or 12-step programs.

 Behavioral Interventions for Substance Use

 Family Therapy

Addiction often affects the family system. For this reason, family therapy approaches 
involve family members along with the identified patient. Since the family is viewed 
as a system of different parts, the underlying assumption is that a change in one part 
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of the system will create changes in the other parts. These treatments may be com-
bined with other approaches, such as CBT techniques. Family therapy sessions may 
include discussions of family concerns, how people are feeling, what problems need 
to be addressed, and what changes have been happening. Sessions also focus on the 
development of coping and communication skills. Published reviews suggest that 
family therapy models are the most effective for substance use reduction [1, 2], and 
it is noteworthy that the American Academy of Child and Adolescent Psychiatry 
recommends family therapies as best practice [3]. Examples of family approaches 
supported by one or more randomized controlled trials include Brief Strategic Family 
Therapy (BSFT), Functional Family Therapy (FFT), Family Behavior Therapy 
(FBT), and Multi-systemic Therapy (MST). The latter two combine training of par-
ents in contingency management techniques as a catalyst for behavior change.

 Motivational Interviewing (MI) and Cognitive Behavior 
Therapy (CBT)

MI approaches are typically brief and limited to interventions in screening situa-
tions, such as primary care offices, emergency departments, or college health cen-
ters. A single session is often used to help youth resolve ambivalent feelings about 
change and commit to participation in a treatment program. Five major principles of 
MI include expressing empathy through reflective listening, developing discrepancy 
between a patient’s behavior and goals, dealing with resistance by avoiding con-
frontation, supporting self-efficacy to change, and developing autonomy.

CBT refers to a variety of interventions that focus on the present and goal- 
directed behavior change. The clinician is seen as a collaborator with the patient and 
uses strategies based in classical conditioning, operant conditioning, and social 
learning perspectives while taking contextual factors in to account. MI techniques 
have been combined with CBT to form brief outpatient treatment interventions in 
specialty addiction treatment programs. These are often known as Motivational 
Enhancement Therapy and CBT. CBT treatment manuals, like those published by 
the Substance Abuse and Mental Health Services Administration (SAMHSA), tend 
to be tightly scripted, sequential sessions that provide little flexibility in delivering 
the intervention. When included in randomized controlled trials, the results for MI 
have generally been comparable to longer, more involved treatment. CBT has been 
studied in both individual and group formats in outpatient settings, and there is evi-
dence from randomized controlled trials that both formats are comparable in effec-
tiveness to some family therapies and more effective than treatment as usual.

 Contingency Management (CM)

An operant behavioral approach, CM involves providing patients with tangible 
rewards to reinforce positive behaviors (e.g., abstinence). CM has been used to treat 
adult substance use disorders and has been widely researched with numerous 
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randomized controlled trials. While less research has been conducted with adoles-
cents, there have been several trials pointing to the effectiveness of CM in helping 
youth become drug free. One way in which this can be achieved is by providing 
incentive programs (e.g., vouchers or “fishbowl”) where youth earn prizes that esca-
late in value for consecutive weeks of negative urine test findings. A major concern 
is that if CM prizes end, abstinence may end as well; however, results of studies 
examining this concern are mixed, with some research showing maintenance of 
effect over posttreatment follow-up and others showing drug use rebounding. 
Despite research support, CM has not been as widely disseminated in practice as 
many of the other models discussed, and this may be due to concerns that providers 
or parents object to the idea of “paying youth to be abstinent.” On the other hand, 
CM increases positive feedback for desirable behaviors which may reduce feelings 
of ambivalence about change and eventually outweigh the reward perceived with 
substance use.

 12-Step Programs

Since the earliest days of the modern era of treatment, most adult treatment pro-
grams have been grounded in the 12 steps and may even require attendance at 
Alcoholics Anonymous (AA), Narcotics Anonymous (NA), or other mutual aid 
group meetings. Many adolescent treatment programs are adaptations of these 
adult-oriented 12-step models. While there is some evidence that 12-step-based 
treatment helps adolescents reduce substance use, no randomized controlled trials 
have been conducted. One randomized pilot study of an integrated Twelve-Step 
Facilitation (iTSF) treatment with adolescents found that compared with motiva-
tional enhancement/cognitive behavior therapy, iTSF did not demonstrate greater 
benefits in terms of abstinence but did in terms of 12-step meeting attendance and 
in reducing substance-related consequences [4]. Additionally, there are only a frac-
tion of adolescent-focused community mutual aid meetings available relative to 
those for adults, and research has led to recommendations that adult meetings 
should be carefully vetted before sending adolescents to them. Despite these limita-
tions, adolescents who engage in a supportive 12-step community may discover a 
pathway to recovery that is available at no cost throughout their lives.

 Relapse Prevention

Even though behavioral interventions can reduce substance use in adolescents, the 
risk of relapse remains a challenge once treatment ends. Keeping adolescents 
engaged in recovery gains heightened importance since late adolescence and early 
adulthood are the peak years for developing problems related to substance use dis-
orders. Adolescent brains have not finished developing, leaving youth prone to poor 
impulse control and decision-making. Recovery support is essential to help 
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adolescents make healthy choices and mature physically and emotionally, whether 
or not they are beginning a lifelong cycle of substance use, treatment, and relapse. 
Recent research has emphasized the need to find ways to increase pleasure or fun in 
order to maintain long-term recovery. Similarly, other researchers have recom-
mended that providers acknowledge the importance of participation in meaningful 
activity [5] in order to increase “recovery capital” [6].

Recovery capital refers to the internal and external resources that individuals can 
access to initiate and sustain recovery and consists of multiple facets (Table 6.1) 
[6–8]. While little research into adolescents and recovery capital has been con-
ducted at this time, individuals with more recovery capital are thought to have 
access to more resources that can help address many common personal- and 
environmental- related barriers to recovery, including low motivation to change, 
emotional difficulties, peer pressure to use, high-risk relapse situations, and inter-
personal conflict [6]. Correlational research generally supports that higher levels of 
recovery capital predict sustained recovery, higher quality of life, and lower stress 
after 1 year [9]. Additional research has found that individuals who engage in mean-
ingful activities have significantly higher quality of life than those who do not. 
Individuals in treatment who report abstinence and engagement in meaningful 
activity report the highest quality of life. Participation in meaningful activities can 
create opportunities for developing personal recovery capital such as self-esteem 
and self-efficacy, provide ways to extend networks of pro-recovery people, and 
facilitate access to community resources [10].

 Adolescent Community Reinforcement Approach (A-CRA)

A-CRA is one behavioral treatment for adolescent substance use disorders that 
has earned strong research support and is based on building new, pleasurable pro-
social behaviors to increase recovery capital [11]. Naming conventions for most 
treatments are carefully chosen to describe or imply a philosophy or a set of tech-
niques. Unfortunately, the intention behind the name “Adolescent Community 
Reinforcement Approach” (A-CRA) is not as accessible to clinicians as the devel-
opers might have hoped. The name implies neither family therapy nor motiva-
tional CBT, but it is both.

Table 6.1 Types of recovery capital

Personal Physical health, financial health, educational/vocational skills, problem-solving 
ability, self-efficacy to manage high-risk situations, and interpersonal skills

Family/
social

Relationships with partners, family, and others supportive of recovery

Community Community efforts to reduce stigma, the availability of addiction treatment and 
mutual aid resources, the accessibility of sustained recovery support, and the 
availability of culturally appropriate recovery support

Data source: [6]
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 Theoretical Underpinnings of A-CRA

According to the CRA model, successful treatment begins with first listening to 
each patient in order to learn as much as possible about what their (non-using) rein-
forcers and potential sources of recovery capital are. The more therapists learn from 
listening, the more effective they can be in helping patients access these reinforcers. 
For some patients, it may be resolving their legal situation. For others, it may be 
accessing dormant personal recovery capital by returning to a competitive sport, 
shaping study skills to pass geometry, or sharing their artwork with others. Improving 
family/social recovery capital by increasing positive communication with family 
and other important individuals and problem-solving through guided practice and 
feedback is often a major reinforcer for patients and their significant others.

The therapist next obtains a thorough understanding of the pleasurable as well as 
the negative consequences of substance use. This forms the future basis for illustrat-
ing the relationship between positive consequences of substance use and finding 
substitute positive reinforcers in new activities. After, the therapist has the patient 
rate their personal satisfaction with major areas of their community life (e.g., school, 
work, romantic relationships, family and peer relationships, legal, emotional, eco-
nomic, and other areas). This self-assessment allows the therapist to support the 
patient in developing short-term, achievable goals and recovery capital in life/health 
areas that would increase positive reinforcement derived from a variety of interper-
sonal, social, vocational, educational, and family relationships. To the extent the 
patient is successful in improving or developing multiple sources of such reinforc-
ing activities within the community, a return to substance use would likely invoke 
negative consequences from use (e.g., loss of job, disruption of improved family 
relationships).

 Procedures

Functional Analysis/Increasing Prosocial Activity The functional analysis of 
prosocial behavior and increasing prosocial activity procedures are complementary 
and address the key mechanism of change underlying A-CRA. By increasing time 
spent participating in prosocial activities, youth have fewer opportunities to use 
substances and a greater chance of increasing recovery capital. More recovery cap-
ital can be gained through engaging in meaningful activities; spending time with 
pro-recovery family, peers, and other adults; and potentially interacting with other 
recovery resources in the community. The enjoyment received from engaging in 
these prosocial activities then serves as positive motivation for change and incen-
tives for maintaining abstinence. Youth are asked to describe activities that they 
enjoy and do not usually involve using alcohol or other drugs. For patients so 
enmeshed in substance use that they cannot recall prosocial activities they once 
enjoyed or imagine new activities, the A-CRA manual includes a survey of more 
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than 300 youth-oriented prosocial activities that patients can review and rate in 
terms of personal preference. They are then asked which of these activities can be 
realistically increased in frequency. Triggers (antecedent behavior) and conse-
quences (positive or negative) of this behavior are then discussed, and a plan is 
developed for when, where, and how the activity will be completed before the next 
session, but not before the clinician asks the patient to think through potential bar-
riers to doing the activity and problem solve for overcoming such barriers. 
Clinicians praise any progress toward goal completion with the aim of keeping the 
youth’s motivation for change high. At times, clinicians will work with youth to 
identify a prosocial activity to increase or try out, set a goal to complete the activ-
ity, discuss obstacles to goal completion, and problem solve ways to overcome 
those obstacles. Typically, these procedures are completed toward the beginning of 
treatment and revisited as necessary during subsequent sessions as the youth’s 
needs change.

Systematic Encouragement Both adolescent and adult patients are often reluc-
tant to engage in new activities, services, or relationships. Systematic encourage-
ment is a procedure that clinicians use to help patients take the initial steps toward 
a new or avoided activity. Youth may be reluctant to engage in an activity or avoid 
an activity because of prior negative experiences, lack of information or knowledge 
about what to do or who to contact, or not knowing what to say. They may be over-
whelmed by the task or need assistance identifying the steps involved to get started. 
The rationale is that if youth have help in beginning a task during a session, they 
will be more likely to finish the remaining steps on their own. Clinicians collabo-
rate with the youth to break a task down into small, achievable steps, practice com-
pleting a step, and actually complete the first step during the session. Homework 
may be related to following through with the rest of the goal along with a discus-
sion of obstacles to completion and possible solutions. Systematic encouragement 
can be used during any session and is often used in conjunction with increasing 
prosocial activity. Clinicians look for opportunities to use systematic encourage-
ment at any point during treatment to increase the likelihood that patients will 
complete tasks.

Relapse Prevention The relapse prevention procedure uses relapse as a learning 
opportunity. Using a version of the functional analysis of substance use procedure, 
the patient is asked to identify the internal and external triggers that occurred right 
before the relapse. One technique in the relapse prevention procedure is to help the 
patient determine the behavioral chain of events leading to relapse and plan strate-
gies to interrupt that chain in the future by developing opt out points on the chain 
with alternative activities to compete with the familiar steps along the behavior 
chain that otherwise lead to relapse. Other techniques involve an early warning 
system that identifies high-risk situations and a monitor which can intervene when 
the patient shows early signs of relapse, thus increasing social recovery capital by 
providing more opportunities for support from others. This procedure is generally 
completed as needed, typically after a relapse is reported.
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Communication Skills Communication skills is a procedure that teaches youth to 
communicate with other people in their lives a positive manner. Enhancing com-
munication skills can increase the quality of relationships with parents, peers, and 
other adults and provide a way for youth to increase social recovery capital, widen 
pro-recovery social networks that can be important to maintaining treatment gains, 
and deal with individuals who may influence recovery negatively. Clinicians talk 
with youth about why positive communication skills are important, the three parts 
of positive communication (making an understanding statement, taking partial 
responsibility, offering to help), and the importance of practice between sessions. 
Examples of positive communication are reviewed, and guided practice with feed-
back through role-plays is conducted in session until the patient is successful in 
making an understanding acknowledgment of a problem, taking partial responsibil-
ity, and offering help to solve the problem. Using a reverse role-play (where the 
patient plays the role of the significant other and the therapist models the three steps 
of the communication skill) allows the youth to demonstrate to the clinician the 
behavior of the other person while also observing how the clinician can defuse 
anger and improve the quality of the interaction. The communication skills proce-
dure can be used frequently since practice is often needed.

Problem-Solving The problem-solving procedure teaches youth how to handle 
problems that emerge in life as well as those related to reliance on alcohol and other 
drugs to cope with difficulties. Learning positive ways to handle issues can increase 
self-efficacy and self-esteem by breaking problems down into small steps. It can 
also show youth potential ways to navigate emotional issues, high-risk for relapse 
situations, interpersonal conflict, and ways to access and engage in meaningful 
activities and community resources. Youth learn seven steps in the problem-solving 
procedure, including defining the problem narrowly, brainstorming possible solu-
tions, eliminating undesired suggestions, selecting one potential solution that can be 
done in the next week, generating possible obstacles to that solution, addressing 
each obstacle, and developing a homework task related to the chosen solution.

Family Sessions Family sessions (caregiver-adolescent relationship skills) are 
designed to bring the adolescent and caregiver together with the goal of improving 
their relationship. By learning how to say positive things to others and how to hear 
others say positive things, individuals can increase recovery capital by developing 
positive interactions with others that may reinforce them in their recovery efforts. 
Family sessions begin with an exercise where both the adolescent and caregiver take 
turns saying three positive things about one another. A Relationship Happiness 
Scale is then completed to help identify what in the relationship is going well and 
what areas are in need of communication and problem-solving skill practice. 
Sessions end with a daily reminder to be nice calendar (a 7-day calendar that 
prompts each family member to express appreciation, compliment, give a pleasant 
surprise, express affection, initiate pleasant conversation, and offer to help), as well 
as an agreement to practice positive interactions regardless of what is happening in 
their lives. Finally, a specific homework task that would involve the use of commu-
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nication or problem-solving skills may also be negotiated prior to completing a 
family session. A minimum of two family sessions are recommended within the first 
13 weeks of outpatient treatment, but additional sessions are encouraged as needed. 
In a related model, the Community Reinforcement Approach and Family Training 
(CRAFT) approach, designed to help concerned significant others engage reluctant 
or resistant family members in substance use treatment, has proven effective in sev-
eral controlled trials.

 Conclusion

While effective treatments for adolescent substance use disorders exist, relapse once 
interventions conclude remains a concern. One way to help adolescents maintain 
intervention gains is for treatment programs to work with them to increase their 
sources of recovery capital, in part by increasing participation in fun, meaningful 
activities, including positive communication skills. Notable is the development and 
testing of family-based, motivational, cognitive behavior, and contingency manage-
ment therapies. Additionally, 12-step oriented programs, accompanied by atten-
dance at mutual aid meetings, have been studied. A-CRA includes both behavioral 
and cognitive behavioral therapy procedures. Various levels of research evidence 
support these interventions, with family therapy, CBT, and A-CRA having the stron-
gest empirical verification.

Future research is recommended to better assess recovery capital domains and 
study the relationship of improved recovery capital to preventing relapse and 
improving long-term clinical outcomes.

 Take-Home Points

The following points summarize the lessons learned about behavioral interventions 
for substance use and relapse:

• Behavioral interventions are well-established and can be reviewed on the 
National Registry of Evidence-Based Programs and Practices (samhsa.gov/
nrepp).

• Despite treatment effectiveness, relapse remains a challenge after treatment 
ends.

• Recent research has emphasized the need to find ways to increase pleasure or fun 
in recovery, simultaneously building recovery capital to sustain long-term 
recovery.

• A-CRA is an approach based on building new, pleasurable prosocial behaviors to 
increase recovery capital.

M. D. Godley and L. L. Passetti
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• Future research is needed to better assess and monitor recovery capital across 
multiple domains to help adolescent transition into young adults with a healthier 
future.
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Chapter 7
Medications for Substance Use 
and Relapse Prevention

Christopher J. Hammond and Pravesh Sharma

 Introduction

Adolescent- and young adult-onset substance use disorders (SUDs) are associated 
with elevated morbidity and mortality [1, 2]. Early identification and successful 
treatment of youth with SUDs have the potential to alter developmental trajecto-
ries and improve long-term health outcomes. Evidence-based psychosocial inter-
ventions represent the primary treatment modality recommended for youth with 
SUD [1]. A number of evidence-based psychosocial interventions have demon-
strated short-term efficacy and effectiveness for treatment of SUDs in youth. 
These interventions generally result in a modest reduction in substance use on 
average, but with significant individual differences in treatment response across 
adolescents [2]. Many youth that initiate substance use treatment, even when evi-
dence-based interventions are applied, drop out prior to treatment completion, do 
not substantially reduce their substance use, or relapse within 6 months of treat-
ment engagement. Thus, a significant minority of youth with an SUD who present 
for treatment fail to improve on traditional study outcomes with current “gold-
standard” treatments.

C. J. Hammond (*) 
Division of Child and Adolescent Psychiatry, Johns Hopkins University School of Medicine, 
Baltimore, MD, USA 

Behavioral Pharmacology Research Unit, Johns Hopkins University School of Medicine, 
Baltimore, MD, USA 

Department of Psychiatry and Behavioral Sciences, Johns Hopkins University School of 
Medicine, Baltimore, MD, USA
e-mail: chammo20@jhmi.edu 

P. Sharma 
Division of Child and Adolescent Psychiatry, Johns Hopkins University School of Medicine, 
Baltimore, MD, USA

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-01893-1_7&domain=pdf
mailto:chammo20@jhmi.edu


78

Recent clinical research priorities have focused on developing novel treatment 
strategies that enhance treatment response and improve functional outcomes in 
both adolescents and adults [1, 2]. One treatment strategy that has demonstrated 
effectiveness in adult SUDs has been to combine evidence-based psychosocial 
interventions with adjunctive pharmacotherapy. A growing body of evidence sug-
gests that medications for addiction treatment (MAT, formerly known as medica-
tion-assisted treatment) improve treatment outcomes in adults with opioid, 
alcohol, and tobacco use disorders [2]. In contrast to the ample research in adults, 
few studies have been completed in youth. Here, we review the scientific literature 
on clinical studies of pharmacotherapies and MAT for SUDs in adolescents and 
young adults.

 Significance of Developmental Differences in SUD 
Interventions for Youth

Developmental differences in biological, mental, and social processes exist between 
adults and adolescents and carry implications for psychosocial and pharmacologic 
SUD interventions [1–3]. During adolescence, the neural circuitry involved in cog-
nitive control, motivation, and emotion processing undergoes staggered matura-
tional shifts leading to a developmentally “sensitive period” of imbalanced circuit 
function reflected in a relatively “weak” top-down cognitive regulation system and 
a relatively “strong” bottom-up emotion reactivity and reinforcement system [3]. 
(These development considerations are discussed in greater depth in Chap. 2: 
“Developmental Perspectives and Risk Factors for Substance Use.”) Age-related 
differences in hepatic function, metabolic enzyme activity, and neurotransmitter 
system function also exist and result in adolescent versus adult differences in phar-
macokinetics and pharmacodynamics for commonly misused substances, as well as 
psychotropic medications [2, 3].

 Categories of Pharmacological Treatments

Medications used in the treatment of addictive disorders generally target one of the 
three SUD-related domains: (a) acute withdrawal symptoms and syndromes as part 
of detoxification, (b) reduction of cravings and substance use as part of maintenance 
SUD treatment, or lastly (c) overdose prevention as part of emergency management 
of high-risk individuals [4]. A number of medications have been approved by the US 
Food and Drug Administration (FDA) for the treatment of SUDs in adults. To date, 
buprenorphine is the only addiction medication that is FDA-approved for use in ado-
lescents, and it is only approved for ages 16 and older [2]. While scientific evidence 
suggests that other addiction medications may improve outcomes (see Table 7.1), the 
use of these medications to treat SUD in adolescents is considered “off-label.”
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Table 7.1 Substance use disorder pharmacotherapies with limited safety, tolerability, and efficacy 
data in adolescents and young adults

Substance 
use 
disorder Medication target Level of evidencea

Withdrawal/
detoxification

Maintenance or 
cessation aids

Overdose 
prevention

Opioids Buprenorphine, 
buprenorphine-
naloxone

Buprenorphine, 
buprenorphine-
naloxone

Grade B (level 2 evidence)

Methadone Methadone Grade C (level 3 evidence)
Clonidine Grade B (level 2 evidence)

Oral naltrexone or 
long-acting 
injectable extended-
release naltrexone

Grade C (level 3 evidence)

Intranasal or 
intramuscular 
naloxone

Grade C (level 3 evidence)

Alcohol Benzodiazepines Grade C (level 3 evidence)
Oral naltrexone or 
long-acting 
injectable extended-
release naltrexone

Grade C (level 3 evidence)

Disulfiram Grade C (level 3 evidence)
Ondansetron Grade C (level 3 evidence)
Topiramate Grade C (level 3 evidence)

Tobacco Nicotine 
replacement therapy 
(patch, gum, 
lozenge, nasal spray, 
or inhaler)

Nicotine patch, grade B 
(level 2 evidence); nicotine 
gum and nasal spray, grade 
C (level 3)

Bupropion-
sustained release

Grade B (level 2 evidence)

Varenicline Grade B (level 2 evidence)
Cannabis N-acetylcysteine Grade B (level 2 evidence)

Gabapentin Gabapentin Grade C (level 3 evidence)

Note: Buprenorphine (approved for ages > 16 years) is the only current FDA-approved medication 
for the treatment of substance use disorders in adolescents
aLevels of evidence presented are based on the US Preventative Services Task Force Strength of 
Recommendation Taxonomy approach to grading evidence in the medical literature. Levels of 
evidence include level 1, good-quality, patient-oriented evidence including systematic reviews, 
meta-analyses, and well-designed randomized controlled trials with consistent findings; level 2, 
limited-quality patient-oriented evidence including lower-quality/less consistent systematic 
reviews, meta-analyses, or clinical trials as well as cohort and case-control series; and level 3, other 
evidence in the form of consensus guidelines, disease-oriented evidence, and case series. These 
levels of evidence are used to determine a strength of recommendation grade, which includes A 
(good-quality, patient-oriented evidence), B (limited-quality, patient-oriented evidence), C (other 
evidence), and no recommendation
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 Medications to Treat Acute Withdrawal Syndromes

Many youth with SUDs report acute and/or protracted withdrawal symptoms 
upon cessation of alcohol and other drugs. While adolescents, on average, experi-
ence less intense withdrawal compared to adults, youth who do experience with-
drawal symptoms are at elevated risk for poor treatment outcomes and persistent 
drug use. As such, providers should assess for withdrawal symptoms and syn-
dromes in all youth presenting with SUDs. Based upon the drug the patient is 
withdrawing from, the severity of withdrawal symptoms, and/or other risk factors, 
providers may consider using a medication to treat the acute withdrawal 
syndrome.

 Opioid Withdrawal Syndrome

Opioid withdrawal (OW) is the only acute withdrawal syndrome for which con-
trolled studies have been completed in adolescent samples. This syndrome is often 
accompanied by anxiety, restlessness, bone or joint aches, lacrimation (tearing), 
rhinorrhea (runny nose), mydriasis (dilated pupils), yawning, tremor, abdominal 
cramping, diarrhea, tachycardia (elevated heart rate), and diaphoresis (sweating). 
The onset and duration of symptoms depend on the half-life of the opioid. For short-
acting opioids such as heroin, symptoms often peak within 48–72 h and resolve 
within 7 days. However, some symptoms such as insomnia and irritability may per-
sist beyond this time period.

Buprenorphine-naloxone, a mu-opioid receptor partial agonist, has been shown 
to effectively reduce OW symptoms across three controlled studies in adolescents 
[5, 6]. Please refer to Case 4 in Section IV for further details on buprenorphine 
and how it may be used in clinical practice. Clonidine, an alpha-2-agonist and 
non-opioid detoxification medication, has also been shown to be effective at 
reducing OW symptoms [5]. Marsch and colleagues compared the efficacy of 
clonidine and buprenorphine, as part of a 28-day outpatient opioid detoxification 
protocol, in a double-blind, randomized controlled trial [5]. Clonidine and 
buprenorphine were both effective at reducing OW symptoms, but compared to 
the clonidine group, youth in the buprenorphine arm had fewer opioid-positive 
urines and were more likely to remain in treatment and initiate a non-agonist 
maintenance treatment.

Given these findings, buprenorphine should be the detoxification agent of choice 
in youth with moderate-to-severe OUD and has shown to be effective in outpatient 
and inpatient settings. For youth and families of youth with less severe OUD or 
those that are interested in non-opioid detoxification medications, clonidine has also 
reduced withdrawal symptoms, but is associated with poorer treatment engagement 
compared to buprenorphine [5].

C. J. Hammond and P. Sharma



81

 Alcohol Withdrawal Syndrome

Alcohol withdrawal syndrome (AWS) is rare in adolescents. Presenting symp-
toms may include anxiety, tremor, diaphoresis, elevated blood pressure, nausea/
vomiting, headache, auditory/visual hallucinations, or in rare cases in adoles-
cents, seizures. To date, no controlled studies have examined pharmacotherapy 
interventions for AWS in adolescents. Any individual presenting with an alcohol 
use disorder (AUD) should be evaluated for AWS. Clinical guidelines for AWS 
in youth are modeled after best practices in adults. Benzodiazepines are cur-
rently the first line of pharmacotherapy for treatment of AWS in adults. 
Consensus guidelines suggest that adolescents with severe AUD who present 
with moderate-to-severe AWS should be treated with benzodiazepines in inpa-
tient treatment settings [7].

 Medications for Maintenance SUD Treatment

 Opioid Use Disorder Pharmacotherapies

Opioid maintenance pharmacotherapy can broadly be categorized into agonist 
(buprenorphine and methadone) and antagonist (naltrexone) treatments. OUD phar-
macotherapy should always be provided in conjunction with psychosocial interven-
tions. The intensity of clinical management and consideration for MAT in 
adolescents should be based on the severity of opioid use and the presence of nega-
tive prognostic factors such as intravenous drug use, overdose risk, co-occurring 
psychiatric disorders, and prior failed psychosocial treatments [2]. Treatment of 
youth with mild-to-moderate severity OUD and few negative prognostic factors 
should involve medically assisted detoxification for OWS when indicated, followed 
by psychosocial interventions. Adolescents with severe OUD or multiple negative 
prognostic factors usually require higher-intensity treatment (e.g., inpatient/resi-
dential care) and are more likely to benefit from adjunctive OUD pharmacotherapy 
[6, 8]. Indeed, the American Academy of Pediatrics now recommends that adoles-
cents with severe OUD routinely receive MAT.

How long youth with OUD should remain on maintenance pharmacotherapy is 
unclear. Growing evidence from naturalistic studies support the use of MAT with 
buprenorphine, methadone, and naltrexone in young adults with OUD [9]. 
Conversely, few pharmacotherapy trials have been completed in adolescents and 
none for longer than 12  weeks. The potential harms of long-term agonist-based 
maintenance treatment for adolescent OUD have not yet been studied [10]. For 
providers considering OUD pharmacotherapy in adolescents, the possible negative 
effects of chronic opioid agonism on brain development must be weighed against 
the risk for overdose and impact on brain development of persistent versus intermit-
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tent street opiate/opioid use. More research is needed to clarify the efficacy and 
safety of long-term agonist treatment in this population.

 Methadone

Methadone maintenance treatment (MMT) is currently FDA-approved for individu-
als under 18 with OUDs that have had two or more treatment failures of drug-free 
detoxification followed by psychosocial interventions [10]. In practice, this restric-
tion, combined with the poor availability of methadone maintenance programs who 
accept individuals under 18, has resulted in exceptionally few adolescents who 
receive methadone for OUD treatment. To date, no controlled studies examining 
MMT for the treatment of adolescent OUD exist. Much of the literature that has 
informed MMT guidelines in youth is older (1970s) and used naturalistic or obser-
vational study designs.

 Buprenorphine

Buprenorphine, a partial agonist of the mu-opioid receptor, is FDA-approved for 
OWS and maintenance OUD treatment in individuals 16 years or older. A multisite 
randomized clinical trial completed through the NIDA Clinical Trials Network 
(CTN) in adolescents and young adults (n  =  152) examined 2-week short-term 
buprenorphine-naloxone detoxification (detox group) versus 8-week extended med-
ication-assisted therapy with buprenorphine-naloxone [6]. The results of the study 
showed that compared to the detox  +  counseling group, the group receiving 
buprenorphine-naloxone maintenance pharmacotherapy and counseling had more 
opioid-negative urines during active treatment, but that after discontinuing the 
buprenorphine-naloxone, youth in the maintenance group quickly relapsed, and 
there were no group differences in opioid outcomes at 12-month follow-up. This 
study converges with the adult OUD literature and suggests that continued mainte-
nance treatment with buprenorphine-naloxone may be crucial to sustain opioid 
abstinence in youth.

 Naltrexone

Naltrexone, a mu-opioid receptor antagonist, blocks the rewarding effects of opi-
oids. It is available in daily oral (oral naltrexone) and monthly injectable (extended-
release naltrexone [XR-naltrexone]) formulations. One study to date, a single 
open-label prospective case series, has examined XR-naltrexone for the treatment 
of adolescent and young adult OUD.  The results of this study indicated that 
XR-naltrexone was well-tolerated and associated with clinical improvement in 
youth with OUD. In addition, it demonstrated the feasibility of using XR-naltrexone 
as part of an OUD outpatient treatment for youth [11].
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 Alcohol Use Disorder Pharmacotherapies

Advancement of pharmacotherapies for AUD in adults has expanded the treatment 
options beyond behavioral therapy. In adults naltrexone, acamprosate, and disulfi-
ram are FDA-approved for the treatment of AUD. Please refer to Case 6 in Section 
IV for further details on these medications and how they may be used in clinical 
practice.

 Naltrexone

Naltrexone, in both oral and XR formulations, has been shown to reduce the number 
of heavy-drinking days and relapse rates in adult AUDs. While no studies exist on 
the use of long-acting injectable naltrexone in adolescent AUD, two small clinical 
studies have examined the effects of oral short-acting naltrexone. The first study 
was an outpatient-based 6-week open-label pilot study. In this study, oral naltrexone 
was well-tolerated in adolescents with AUD and led to reductions in drinks per day 
(8.9 to 1.3 drinks) and alcohol-related thoughts/obsessions [12]. The second study 
was a randomized double-blind placebo-controlled 4-week crossover study. 
Compared to placebo, naltrexone was associated with reductions of heavy-drinking 
days and an attenuation of alcohol cravings and subjective response to alcohol dur-
ing a laboratory challenge [13].

 Disulfiram

Disulfiram is an aversive agent that irreversibly binds to the enzyme aldehyde dehy-
drogenase, resulting in accumulation of acetaldehyde when alcohol is consumed 
and producing aversive symptoms. One study has been completed in adolescents, a 
90-day double-blind placebo-controlled study compared disulfiram (200 mg/day) to 
placebo in 26 adolescents receiving AUD outpatient treatment [14]. The study 
results indicated that disulfiram was well-tolerated and not associated with adverse 
events. Compared to the group receiving placebo, the disulfiram group had more 
cumulative days of abstinence and higher rates of sustained abstinence. However, 
this medication should be used with caution, given the potential severity of the 
disulfiram reaction when combined with alcohol. The coerced administration of this 
medication to individuals under the age of 18 also raises potential ethical concerns.

 Topiramate

Topiramate is an FDA-approved anticonvulsant for the treatment of seizure disor-
ders and migraines that has been studied extensively in adult AUD and shown to be 
associated with reductions in heavy drinking and relapse rates. Preliminary findings 
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from a small, 5-week, double-blind placebo-controlled study of topiramate (doses 
up to 200 mg/day) in heavy-drinking youth (ages 14–24 years) not enrolled in treat-
ment indicate that it is safe and well-tolerated and may reduce drinks per week 
(-1.8 drinks/week) [15].

 Ondansetron

Ondansetron is a selective serotonin 5-HT3 receptor antagonist FDA-approved for 
the treatment of nausea and vomiting. A small (n = 12) open-label pilot study exam-
ined ondansetron in combination with cognitive behavioral therapy for 8 weeks in 
adolescents meeting DSM-IV criteria for alcohol dependence [16]. Ondansetron 
was well-tolerated and the participants had a significant reduction in drinks per day 
(-1.7 drinks). Additionally, a randomized controlled study of ondansetron in alco-
hol-dependent adults showed that individuals with early-onset adult AUD had a 
better response [17].

 Acamprosate

Acamprosate, a N-methyl-D-aspartate (NMDA) receptor modulator, is approved by 
the FDA as a pharmacologic treatment for AUDs in individuals >18 years of age [18]. 
It is hypothesized to promote balance in excitatory-inhibitory neurotransmission by 
altering gamma-aminobutyric acid (GABA) and glutamatergic activity and, in doing 
so, to reduce “protracted” withdrawal symptoms and cravings [19]. It has been shown 
to improve alcohol-related outcomes (i.e., increase abstinence rates, reduce relapse, 
and reduce heavy drinking) in adult AUDs with comparable effect sizes to oral nal-
trexone [18]. Acamprosate has not been systematically studied in adolescents.

 Cannabis Use Disorder Pharmacotherapies

There are no FDA-approved medications for the treatment of cannabis use disorder 
(CUD) at this time. As cannabis use modulates glutamatergic and GABAergic activ-
ity in the brain, pharmacotherapies that target these systems have shown promise as 
agents that aid with cannabis cessation [2, 3].

 N-Acetylcysteine (NAC)

NAC is a cysteine prodrug that modulates intracellular and extracellular glutamate 
by way of the cysteine-glutamate exchanger. There has been one open-label and one 
RCT examining NAC in adolescents and young adults meeting DSM-IV criteria for 
cannabis dependence [20, 21]. Findings from these studies suggest that NAC is safe, 
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is well-tolerated, and when combined with contingency management (CM) inter-
ventions, is associated with significant reductions in cannabis use. Further support 
for the role of NAC for youth CUD comes from a large multisite placebo-controlled 
trial of NAC in adults (ages 18–50) with CUD [22]. While the main study results 
showed no group differences between NAC and placebo (indicating limited effect in 
adults), post hoc analyses, despite being underpowered, found that young adults 
(ages 18–21) receiving NAC compared to placebo had double the rates of absti-
nence (OR = 2.0, p = 0.18).

 Topiramate

One controlled trial has examined the efficacy of topiramate in conjunction with 
motivational interviewing for the treatment of heavy cannabis-using youth (ages 
15–24) [23]. The topiramate group experienced greater side effect burden and 
higher dropout rates compared to the placebo group. Considering the poor tolerabil-
ity and inconsistent effect on cannabis use outcome measures, topiramate likely 
does not have a role in the treatment of adolescent CUDs.

 Gabapentin

Gabapentin modulates the GABAergic system and represents a potential pharmaco-
therapy for CUD. While no studies have been completed in adolescents, a random-
ized, double-blind, placebo-controlled clinical trial in adults (ages 18–65) that 
included young adults found that patients receiving gabapentin experienced a 
greater reduction in the number of days of marijuana use and greater reductions in 
withdrawal symptoms and cravings than the placebo group [24].

 Tobacco Use Disorder Pharmacotherapies

Meta-analyses in adults with tobacco use disorders (TUDs) have shown that medi-
cations in conjunction with evidence-based psychosocial interventions are more 
effective for smoking cessation than either medication or psychosocial intervention 
alone. Adolescent tobacco cessation studies have shown promising results but gen-
erally reported more mixed findings [2, 25].

 Nicotine Replacement Therapy (NRT)

NRT is an agonist-based harm reduction pharmacotherapy approach that is FDA-
approved for individuals aged 18 and older for smoking cessation. Although these 
agents can be prescribed to individuals under 18, they cannot be sold legally to a 
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minor over the counter. The use of NRT (monotherapy or combined) is associated 
with increased likelihood of abstinence and tobacco cessation in adults when com-
pared with placebo. To date, five studies including a total of 728 subjects have 
examined NRT for the treatment of tobacco cessation in adolescents [25, 26]. These 
findings collectively suggest that nicotine patch, but not nicotine gum or nasal spray, 
has short-term efficacy for tobacco cessation in adolescents, but relapse after dis-
continuation of NRT is a significant concern. In practice, the nicotine patch is typi-
cally prescribed to provide a basal amount of nicotine throughout the day to reduce 
cravings, and in addition, the short-acting nicotine lozenges, gum, nasal spray, and 
inhaler are also prescribed for breakthrough cravings.

 Sustained-Release Bupropion (Bupropion SR)

Bupropion is a nicotinic receptor antagonist and dopamine and norepinephrine 
reuptake inhibitor. The sustained-release (SR) formulation of bupropion is FDA-
approved for tobacco cessation in adults. To date, bupropion has been examined for 
adolescent tobacco cessation in 4 randomized controlled trials including a total of 
688 subjects [25, 27, 28]. Cumulatively these studies suggest that bupropion SR 
(300 mg/day dosing) improves tobacco abstinence in adolescents with TUDs, espe-
cially when combined with psychosocial interventions and CM.

 Varenicline

Varenicline is an α4β2 nicotinic receptor partial agonist. It works by modulating 
dopaminergic neurotransmission to counteract nicotine withdrawal symptoms (nic-
otinic agonism) and reducing smoking reinforcement (nicotinic antagonism). The 
medication received FDA approval for smoking cessation in adults in 2006. Only 
one trial of varenicline for adolescent smoking cessation has been published. This 
was an 8-week RCT comparing varenicline with bupropion (bupropion XL) for 
adolescent smoking cessation. Both groups demonstrated reductions in number of 
cigarettes per day [28]. There were no statistically significant between-group differ-
ences on any of the outcome measures, given the sample size the study was under-
powered. At the time of approval, the FDA originally added a black box warning 
label for varenicline and bupropion for depression and suicidality. In 2016, after 
subsequent studies and post-market surveillance showed that the risk for depression 
and suicidality was lower than initially believed, the FDA removed the warning 
label for varenicline [29].

In summary, providers may consider NRT, bupropion SR, or varenicline to aid 
tobacco cessation in adolescent smokers who fail to respond to psychosocial inter-
ventions. Studies from adults suggest that combination therapy (i.e., varenicline 
plus nicotine replacement therapy or bupropion plus nicotine replacement therapy) 
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is more effective than monotherapy. Combination therapy has not yet been thor-
oughly studied for adolescents under 18.

 Medications for Opioid Overdose

Opioid overdose deaths in adolescents (aged 15–19) have more than tripled from 
1999 to 2007 and in 2015 were 2.4 per 100,000 [30]. To address this public health 
crisis, the intranasal formulation of naloxone is increasingly available from pharma-
cies and handed out in communities. An intramuscular formulation is also available 
but less commonly used in most communities. Naloxone is an opioid antagonist and 
overdose rescue agent that can be prescribed for patients with OUDs and concerned 
family members to be administered by laypersons in the community if they observe 
an opioid overdose. No trials have been completed in adolescents or young adult 
samples. Still, clinicians who treat youth with OUDs should strongly consider pre-
scribing intranasal naloxone and providing education and training to patients and 
concerned family members about the signs/symptoms of opioid intoxication and 
what to do in the event of a suspected overdose [25, 31].

 Medications to Treat Co-occurring/Comorbid Psychiatric 
Conditions

To date, controlled studies of pharmacotherapies have been completed for depres-
sion, bipolar disorder, and attention deficit/hyperactivity disorder (ADHD) in youth 
with SUDs [2]. For additional details, refer to Chap. 5: “Co-occurring Mental 
Health Disorders.”

 Conclusions

Based upon the high morbidity and mortality related to alcohol and drug use in 
adolescents, providers should aggressively treat youth SUDs. Findings from early 
controlled studies have been mixed, but suggest that medications approved to treat 
SUDs in adults are generally safe and well-tolerated in youth. In some adolescents, 
especially those who have failed to improve with psychosocial treatment alone, 
there may be a role for adjunctive pharmacotherapy (see Table 7.2). The strongest 
evidence to date exists for pharmacotherapies targeting opioids, alcohol, tobacco, 
and cannabis use disorders. When using these medications, providers should moni-
tor patients closely for side effects and efficacy and when possible coordinate with 
parents and family members to enhance medication adherence.
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 Take-Home Points

• Adding pharmacotherapies to evidence-based psychosocial interventions may be 
an effective enhancement strategy in adolescents and young adult with substance 
use disorders (SUDs).

• Compared to extensive treatment research in adult SUDs, relatively few con-
trolled pharmacotherapy trials have been conducted in adolescents and young 
adults with SUD.

• Medications that are FDA-approved to treat addictive disorders in adults have 
generally been shown to be safe and well-tolerated in youth with SUD who are 
actively using alcohol or other drugs.

• Buprenorphine is the only medication with an FDA-approved indication for the 
treatment of adolescent SUDs, specifically for opioid use disorders.

• “Off-label” addiction medications that have shown promise in controlled trials in 
youth include nicotine replacement therapy and bupropion for tobacco use disor-
ders and N-acetylcysteine for cannabis use disorders.

Table 7.2 Core principles for medications for addiction treatment in adolescent and young adult 
substance use disorders

Core principles
1. A broad range of psychotropic medications with different mechanisms of action and side 

effect profiles appear to be well-tolerated and not associated with increased side effect 
burden in youth who are actively using alcohol and other drugs

2. There may be a role for adjunctive pharmacotherapies in specific subgroups of adolescents 
with substance use disorders for the treatment of withdrawal symptoms and cravings and to 
aid in relapse prevention by reducing the reinforcing effects of drugs. These medications 
may improve outcomes when combined with psychosocial interventions

3. Providers should consider adjunctive pharmacotherapies in youth with mild-to-moderate 
SUDs who have failed to achieve abstinence within the first 4–6 weeks of psychosocial 
interventions alone

4. Providers should consider adjunctive pharmacotherapies in youth with SUDs who have high 
severity substance use problems or other negative prognostic factors such as (1) co-occurring 
psychiatric disorders, (2) intravenous drug use, (3) history of overdoses or near overdoses, 
and (4) frequent risky behaviors while intoxicated that place them at high risk for injury or 
death (e.g., driving under the influence of alcohol or drugs, unprotected sexual intercourse, 
accidents)

5. Providers should obtain information on the client’s past response to medications, 
contraindications, adherence, and drug-to-drug interactions between medication and 
commonly used substances

6. Medication-related psychoeducation with the patient and family should address the risks vs. 
benefits, possible side effects of a medication, and alternative treatments. These risks and 
benefits should be weighed against the risks of continued substance use

7. The family’s willingness to monitor the patient’s medication adherence can improve 
treatment outcomes

C. J. Hammond and P. Sharma
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• Providers considering a pharmacotherapy trial in youth with SUDs should use 
the adolescent’s addiction severity, initial response to psychosocial treatment, 
risk for negative outcomes (i.e., overdose and injuries/accidents), and presence 
of co-occurring psychiatric disorders to guide clinical decision-making.

Source of Funding AACAP and NIH research funding K12DA000357 (Hammond).
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Chapter 8
Prevention

Banku Jairath, Laura Duda, and Leslie R. Walker-Harding

 Types of Prevention

In a 1994 report on prevention research, the Institute of Medicine (IOM 1994) pro-
posed a new framework for classifying prevention based on Gordon’s (1987) opera-
tional classification of disease prevention [1]. The three types of prevention are 
universal, selective, and indicated.

 Universal

Universal prevention targets an entire population (national, local, community, 
school, or neighborhood) with messages and programming aimed at preventing or 
delaying the use of alcohol, tobacco, and other drugs. The goal of universal preven-
tion strategies is to avert the onset of substance use by providing information and 
necessary skills. The entire adolescent population is considered at risk and able to 
benefit from this type of prevention programming. Prevention materials are deliv-
ered to large groups (e.g., in school or primary care physician offices) without any 
prior screening for substance use risk [1].
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 Selective

Selective interventions are directed toward individuals with a higher-than-average risk 
for substance use. Selective prevention measures target subsets of the adolescent pop-
ulation that are considered at risk for substance use disorder by virtue of their mem-
bership in a particular segment of the population. Selective prevention focuses on the 
entire subgroup, regardless of the degree of risk of any individual within the group [1].

 Indicated

Indicated interventions target individuals who are already using substances or are 
engaged in other high-risk behaviors in order to prevent heavy or chronic use. 
Indicated prevention measures are designed to prevent the onset of regular sub-
stance use in individuals who do not yet meet the medical criteria for a substance 
use disorder but are showing early warning signs. The mission of indicated preven-
tion is to identify individuals who are exhibiting problem behaviors and to involve 
them in special programs [1].

The aforementioned levels of prevention occur as a continuum from universal to 
indicated prevention (Fig. 8.1).

 Risk Factors and Protective Factors

Research has identified numerous individual-level factors that are associated with 
the likelihood of substance use [2]. Risk and protective factors are organized into 
community, school, family, and individual/peer factors (Fig. 8.2).

Risk factors are qualities of a child or adolescent, or his or her environment, 
which increase the likelihood of later substance use [3]. The availability of 
 substances varies, with some communities having greater availability (e.g., more 
liquor stores or marijuana dispensaries). Communities with higher availability have 

Universal 
Targets the whole 

population 

Selective 
 Targets at risk
population  

Indicated
Targets high-risk 

individuals showing 
early danger signs 

Fig. 8.1 Prevention levels 
as a continuum
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typically demonstrated elevated rates of adolescent substance use [4]. Perhaps influ-
encing an adolescent’s perception of substance availability or acceptability, media 
portrayals of substance use (ranging from alcohol advertisements to movies featur-
ing substance use) have also been linked to earlier initiation of substance use [5].

In the family domain, parental attitudes toward drug use are similarly predictive 
of later adolescent use. Adolescents are more likely to engage in substance use 
behavior when their parents have favorable or approving attitudes toward drug or 
alcohol use. Additionally, adolescents raised in families with high levels of conflict 
are also more likely to use substances and later develop substance use problems [3].

In the individual and peer domains, several constitutional factors have emerged as 
consistent predictors of later substance use. Individuals characterized as having a higher 
degree of sensation-seeking, risk-taking, impulsivity, or low harm avoidance are more 
likely to engage in substance use behaviors [3]. Similarly, adolescents who display more 
frequent and higher levels of childhood aggressive behavior, and antisocial behavior in 
early adolescence, are also more likely to engage in substance use behaviors [3]. Having 
friends who engage in antisocial behaviors, and being friends with peers who use sub-
stances, also predicts later substance use. The earlier an adolescent initiates substance 
use, the more likely he or she is to develop substance use problems later in life [3].

Protective factors are qualities of children and their environments that promote 
successful coping and adaptation to life situations and change. Protective factors are 
not simply the absence of risk factors; rather, they may reduce or lessen the negative 
impact of risk factors [6]. All children have a mix of risk and protective factors. An 
important goal of prevention is to change the balance between these so that the 
effects of protective factors outweigh those of risk factors. Risk and protective fac-
tors may be internal to the child (such as genetic or personality traits or specific 
behaviors) or external (i.e., arising from the child’s environment or context), or they 
may come from the interaction between internal and external influences.

• Stable and loving 
  home environment  

Risk Factors Protective Factors

Community

School

Peer

Family

Individual

• Policies/norms encourage 
  nonuse 

• Greater availability of drugs 

• Media portrayals of 
  substance use 

• School failure 

• Substance using 
   peers 

• Family History of 
  drug use 

• Hostile or conflicted 
  relationships 

• Trauma 
• High level of 
  emotional stress 

• Mental health 
  problems 

• After school clubs
• Prosocial activities at school

• Involved in substance 
  free activities 

• Higher religiosity, 
  social skills  

Domains

Fig. 8.2 Risk and protective factors in different domains
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Opportunities for prevention exist in programs that seek not only to decrease risk 
factors but also to increase protective factors. For example, during adolescence, oppor-
tunities for prosocial involvement, such as after-school clubs, youth organizations, and 
community events, act protectively against substance use [7]. Similarly, recognition for 
involvement in prosocial activities at school is also protective against substance use 
behaviors [7]. At the family level, a similar trend emerges, where opportunities for 
prosocial involvement in the family, such as game nights, and opportunities to help with 
chores are similarly associated with fewer substance use behaviors, as is family recog-
nition of involvement in healthy activities [7]. Finally, at the individual level, higher 
religiosity and social skills are all protective factors for adolescent substance use.

 Examples of Programs (Table 8.1)

 Community Programs

Prevention programs aimed at the general population of children and adoles-
cents during key times of transition, such as the progression to middle school 
and high school, can produce beneficial effects even among high-risk families 
and children. In most cases, prevention programs do not single out high-risk 

Table 8.1 Summary of prevention programs

Name of program
Type of 
program Program description

Communities That 
Care

Community- 
based

Assesses risk and protective factors in a particular 
community and recommends programs

Prosper Community- 
based

Evidence-based delivery system for programs for sixth 
and seventh graders

Positive Action School-based Targets preschool and elementary students to promote 
positive educational environment and cooperative 
learning

The Botvin Life 
Skills Training

School-based Three-year program for middle schoolers that focuses on 
peer relations, decision-making, goal setting, and 
substance use

Michigan Model for 
Health

School-based Health education curriculum for kindergarten through 
12th grade promoting healthy behaviors

Preventure School-based Counseling sessions for high-risk youth targeted to 
personality types

Nurse-Family 
Partnership

Family-based Nurse visits for first-time, single mothers from prenatal 
until the child is 2 years old

Strengthening 
Families

Family-based Counseling sessions with family to improve resiliency 
and address behaviors

Guiding Good 
Choices

Family-based Parent training sessions that focus on improving 
communication

Additional information for the programs in this table can be found at https://www.samhsa.gov
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populations and serve not only to prevent the initiation and progression of sub-
stance but also to reduce stigma and promote bonding of adolescents to their 
schools and communities [8].

Evidence-based substance use prevention programs delivered to entire com-
munities typically have multiple components. These often include school-based, 
family, and parenting components, along with mass media campaigns, public 
policy initiatives, and other types of community organization and activities. These 
interventions require a significant amount of resources and coordination, given 
the broad scope of the activities involved. Program components are often man-
aged by a coalition of stakeholders including parents, educators, and community 
leaders. Research has shown that community-based programs that deliver a coor-
dinated, comprehensive message about prevention can be effective in preventing 
adolescent substance use [9].

Although a full review of all community-based prevention programs is beyond 
the scope of this chapter, here we review two commonly used evidence-based pro-
grams, Communities That Care and PROSPER.

 Communities That Care (CTC)

Communities That Care is a model of evidence-informed community practice to 
improve school functioning and reduce high-risk behaviors including substance use. 
Communities are empowered to use their own local data on levels of risk and pro-
tection as diagnostic information to guide the selection of preventive interventions 
that address the community’s profile [6]. Through this program, community mem-
bers receive assistance collecting data on risk and protective factors among constitu-
ents in order to develop what is referred to as a “community profile.” Using these 
data, communities then select prevention services focusing on the highest-risk geo-
graphic areas. Within these targeted areas, the most prominent factors are identified 
and prioritized, and evidence-based prevention interventions are selected for imple-
mentation. This approach is most effective due to its implementation of prevention 
interventions tailored to local risk and protective factors. The programming also 
empowers the community to choose from a growing number of tested interventions 
suited to the community demographic composition. This enhances community 
ownership and commitment to implementation of the preventive interventions 
selected [6]. A full review of CTC, a complex community-based intervention, is 
beyond the scope of this chapter, but further details are available at https://www.
communitiesthatcare.net.

 PROSPER

PROSPER (PROmoting School-community-university Partnerships to Enhance 
Resilience) is one of the few childhood interventions that has demonstrated endur-
ing effects in the prevention of substance use progression through young adulthood. 
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PROSPER is a delivery system that utilizes an outreach arm, the Cooperative 
Extension System (CES), to catalyze community teams to deliver evidence-based 
school- and family-focused interventions targeting middle school students.

The PROSPER delivery system model consists of:

 1. Teams of community stakeholders linked with public schools and led by local 
CES staff

 2. Prevention Coordinators (PCs) connected with the CES
 3. A team of state-level researchers and CES faculty

PCs serve as liaisons between the community and university teams, providing 
ongoing, proactive technical assistance, implementation oversight, and evaluation 
to community teams to optimize team functioning and program delivery [10]. A full 
review of PROSPER is beyond the scope of this chapter, and further details are 
available at www.helpingkidsprosper.org.

 School-Based Programs

School-based prevention programs have varied approaches depending on the tar-
geted age group. Effective programs typically incorporate one or more of the fol-
lowing components: substance use education, teacher instruction and classroom 
management, cognitive and social development, and tutoring [11]. School-based 
prevention programs may also focus on reducing risk factors such as academic 
underperformance or increasing protective factors such as school involvement, 
parental involvement in schools, and offering positive after-school activities.

Positive Action is a program that targets students in preschool and elementary 
years. The curriculum promotes a positive educational setting and cooperative 
learning and has been shown to reduce substance use in adolescence. Positive 
Action’s programming is implemented from kindergarten to sixth grade and has a 
unit in each grade focusing on various concepts such as “managing yourself respon-
sibly” and “telling yourself the truth” [12].

The Botvin Life Skills Training is a 3-year program implemented in middle 
school that focuses on peer relations, decision-making, goal setting, and education 
about substance use. This program involves 15 classes in the first year of the pro-
gram, 10  in the second year, and 5  in the third year. Five- and 6-year follow-up 
demonstrates a cost-effective reduction in substance use; participants had a 21% 
decrease in smoking initiation, 23% decrease in marijuana use, and 11% decrease in 
alcohol intoxication [13]. Long-term follow-up of participants in Life Skills shows 
sustained reductions in prescription substance use persisting well into young adult-
hood [14].

The Michigan Model for Health is a school-based program that delivers short 
classroom lessons from kindergarten through 12th grade. The lessons cover aspects 
of healthy lifestyles including nutrition and substance use. Research has shown that 
this program reduces initiation and alcohol use in students who participated [15].

B. Jairath et al.
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Preventure is a school-based targeted intervention for high-risk adolescents. 
Tailored interventions are delivered based on a student’s scores in higher-risk per-
sonality dimensions including anxiety, hopelessness, and impulsivity. Students with 
scores one standard deviation or above the school mean are offered to participate in 
two 90-min workshops. Participants of these workshops have demonstrated lower 
rates of drinking and binge drinking at 6- and 24-month follow-up [16].

Project ALERT is a series of 11 lessons focused on developing motivation and 
skills to resist drugs, alcohol, and tobacco. The curriculum is implemented in sev-
enth and eighth grade students. The program was effective in decreasing marijuana 
and cigarette use in eighth graders, but these decreases were not sustained into high 
school [17].

The Drug Abuse Resistance Education (DARE) program was widely imple-
mented in schools in the 1980s and 1990s and is still being used in some settings 
despite lacking evidence. The curriculum includes 16  weeks of protocol-driven 
instruction delivered in elementary school. However, 5- and 10-year follow-ups 
have demonstrated no reduction in substance use when compared to similarly aged 
peers who did not participate in the program [18].

 Family-Based Programs

Family-based interventions focus on the relationship between child and parent(s) to 
prevent substance use. Parenting styles that include lax monitoring and/or harsh 
consequences can contribute to adolescent substance use [19]. Additionally, parent-
ing styles that are overly rigid or uninvolved can diminish open and effective com-
munication about substances. Parent/adolescent communication plays a large role 
in prevention of substance use. Adolescents who feel a high level of bonding and 
support from their families are approximately half as likely to develop a substance 
use disorder [19].

Most family-based programs focus on parenting skills to establish clear expecta-
tions for behavior, manage conflicts and anger, and build healthy family bonds. Like 
the school-based programs, these programs target a range of ages. Nurse-Family 
Partnership provides support and education for first-time, single mothers from the 
prenatal period until the child is 2 years old. The program is currently implemented 
in 31 states across the nation and has demonstrated a significant reduction in sub-
stance use among 15-year-olds [20].

Strengthening Families is a family training program implemented at ages 
3–16 years. It involves 14, 2-h weekly training sessions that focus on increasing 
resiliency and reducing behavior problems. Guiding Good Choices is a similar pro-
gram that targets the parents of students aged 10–14 years. This program involves 
5–7 parent training sessions that focus on improving the communication between 
the child and parent, conflict resolution, and parent-child bonding. A reduction of 
substance use in the participants through adolescence has been demonstrated from 
both of these programs [21].
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Medical practitioners should also help guide parenting styles and discuss com-
munication between parent and child. They can also refer families to participate in 
family-based programs. Information about the availability of these programs can be 
accessed through the individual websites for each program.

 Peer and Individual Prevention Interventions

Association with peers who use substances or have deviant behavior is a strong 
predictor of substance use in adolescence. Conversely, having a peer group that does 
not use substances is strongly correlated with an adolescent’s abstinence from sub-
stance use [19]. It is unclear if adolescents choose peer groups that correspond to 
their individual desire to initiate or abstain from substance use or if they are influ-
enced by their peer group. College students who have high school peers with pro- 
drinking norms are more likely to engage in heavy drinking by the end of their first 
semester in college [22].

Data demonstrates that adolescents overestimate their peers’ substance use [23]. 
This is also seen in social media perceptions of use [24]. It is unclear if this overes-
timation of peers’ substance use results in increased personal use. The social norms 
theory suggests that adolescents who overestimate their peers’ use of substances 
will increase their own use. Programs such as the social norms approach that focus 
on correcting these misconceptions have been implemented to attempt to decrease 
substance use in adolescents [25]. However, there is a relative lack of data support-
ing efficacy of this approach. There is evidence that peer-led prevention programs 
can be effective in decreasing tobacco and alcohol use by adolescents, but more 
research is needed to clarify the impact of peers in prevention programs [26].

Children with psychiatric conditions such as mood or anxiety disorders have a 
higher risk of substance use. Eleven to 48% of adolescents with substance use dis-
orders have co-occurring depression or anxiety, with depression being the most 
common [27]. Prevention programs that use cognitive behavioral therapy have been 
successful at reducing symptoms of anxiety and depression in high-risk groups of 
adolescents [28]. Effective short-term treatment of depression in adolescents has 
also demonstrated a reduction in the rates of substance use disorders [29]. Identifying 
and treating depression and anxiety in adolescents may prove to be a valuable 
 substance use prevention tool. Prompt referral to a clinician skilled in the treatment 
of anxiety and depression can be important in the prevention of future substance use.

 Conclusion

There are a variety of different prevention programs that target adolescent substance 
use. Areas for intervention include not only an adolescent’s school—where inter-
ventions are most commonly implemented—but also community and home 
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environments. Evidence not only supports mitigating risk factors but also enhances 
protective factors in an adolescent’s life. Knowledge of the available local preven-
tion resources is essential when working with families. More information about 
specific prevention programs can be found on the Substance Abuse and Mental 
Health Services Administration (SAMHSA) National Registry of Evidence-Based 
Programs and Practices (www.samhsa.gov/nrepp). Historically, this registry 
included only programs with a positive effect and strong supporting evidence; more 
recently, this registry has also included programs with a less clear evidence base, so 
careful assessment of any program is critical prior to implementation.

All clinicians who care for children and adolescents have a unique opportunity to 
guide utilization of prevention programs by their patients. Please refer to Table 8.1 for 
a list of prevention programs covered in this chapter. Understanding the details of 
programs and their evidence-based effectiveness is paramount to helping all youth.

 Take-Home Points

• Prevention interventions are classified as universal (targets entire population), 
selective (targets at-risk individuals), or indicated (targets individuals showing 
early signs and symptoms of the illness).

• Numerous community-, school-, and family-based prevention programs can 
reduce substance use with potential effects enduring into early adulthood.

• Effective communication between parents and adolescents is associated with 
decreased substance use.

• Individual- and peer-level prevention interventions may also reduce the onset of 
substance use and preventing its progression to a use disorder.

• Evidence-based treatment of anxiety and depression in adolescents may also 
decrease substance use.
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Chapter 9
Addressing Substance Use in Childhood, 
Adolescence, and Young Adulthood

Ann Bruner and Marc Fishman

 Introduction

Substance use typically has its onset in the second decade of life, with the highest 
prevalence rates of substance use in young adults aged 18–24 years old [1]. The 
progression to a substance use disorder (SUD), for a subset of those who initiate 
use, also has a similar timing, with onset in adolescence and peak prevalence in 
young adulthood. What is often considered an adult health problem is actually a 
developmental disorder with pediatric onset. Furthermore, many of the vulnerabil-
ity factors that confer risk for initiation and progression (e.g., problems with matu-
ration of affective regulation skills; exposure to family, neighborhood, and peer use; 
family chaos and lack of supervision) as well as resilience factors that confer pro-
tection (e.g., maturation of self-efficacy skills; academic success; a repertoire of 
pro-social activities; intact familial, community, and nondeviant peer supports) are 
most active in childhood and adolescence [2, 3]. Earlier initiation of substance use 
predicts a greater likelihood of the progression to a SUD, the severity of the SUD, 
persistence into adulthood, and a poorer prognosis [3, 4]. Conversely, early inter-
vention predicts an earlier and more favorable response and a better prognosis. 
Family communication is also protective; adolescents who have talked regularly 
with their parents about drugs and alcohol are at least 40% less likely to use [5].

As with other health conditions with a pediatric onset, substance use should be 
addressed early in the life course, using the same core principles of education, 
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screening, identification, and referral that are employed for other potentially chronic 
conditions such as obesity and hypertension. This concept has broad implications 
for prevention, early intervention, and treatment and supports the case for address-
ing substance use in pediatric/primary healthcare settings before an adolescent pro-
gresses to more advanced stages of substance use and requires presentation to 
subspecialty care.

Education and prevention strategies should be introduced at a young age and 
continue through young adulthood, using developmentally appropriate messaging. 
Substance use education is less complicated in some ways than education regarding 
other risk behaviors, such as sexuality, in as much as the core message is straight-
forward and simple: adolescent substance use is harmful and the best decision is to 
choose not to use. While the majority of individuals under the age of 18 do not use 
alcohol or drugs, they are aware of substances through exposure to media, family, 
friends, and neighbors. For parents, there are opportunities at every age to talk about 
substance use and deliver the clear message that alcohol and drugs are harmful.

A secondary prevention focus is to avoid the progression to an SUD for an ado-
lescent who has already tried alcohol or drugs. In fact, the same message and strat-
egy can remain constant—that is, that alcohol and drugs may be harmful to health, 
function, and the realization of adolescents’ long-term goals and objectives. Similar 
to discussions about sex, parents need their messaging about substance use to evolve 
developmentally. The consistent message throughout adolescence should remain 
that youth abstain from using substances but as they mature that this message is 
delivered with additional practical guidance about peer pressure, experimentation, 
making mistakes, and staying safe. For example, parents and caregivers should 
stress that substances impair judgment which can lead to an increased risk of vio-
lence, sexual assault, and motor vehicle crashes. This chapter will review the basics 
of addressing substance use in childhood, adolescence, and young adulthood, 
including approaches common to youth overall, and also differentiate strategies 
with shifting applicability and salience across these developmental stages.

 Core approaches for youth of all ages

 Engagement

One of the most important core concepts when offering an impactful intervention 
for substance use is the engagement of the adolescent. Open and explicit communi-
cation creates an atmosphere of normalized, less awkward conversation, with the 
opportunity for thoughtful consideration by the youth, and concerned feedback by 
the adult. Any discussion, no matter how limited, lays the groundwork for further 
meaningful exchange and is an investment in potential future impact. This exchange 
applies to the critical and potent efforts of both caregivers and healthcare providers. 
The importance of clear messaging imbued with the authority natural to both of 
these roles cannot be overemphasized.
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As in motivational interviewing/motivational enhancement therapy approaches, 
personalized feedback informed by direct knowledge of the individual is more effec-
tive than generalized platitudes or bland “textbook” information. Aspirational 
encouragement of personalized goals is also more effective than scare tactics. Parents 
and healthcare providers should not anticipate instant success or have the naive 
expectation that just because they discourage risk behaviors, normative experimenta-
tion will not occur. However, they also should not be discouraged by slower progress, 
because it is the influence of appropriately unambiguous and caring messages over 
the longer term that has lasting salience and impact across all developmental stages.

 Confidentiality and Its Limits

In the healthcare provider encounter, assurance and expectation of confidentiality 
balanced with appropriate communication with parental caregivers provide the con-
text most conducive to effective prevention and intervention. Healthcare providers 
want to not only encourage open communication from youth that is undeterred by 
their concerns about the indiscriminate disclosure to parents and possible over-
punitive responses but also engage families and empower their potential for positive 
influence. This balance shifts across developmental stages from childhood to young 
adulthood and will be explored below.

The building of trust and confidence from both adolescent and parent is an 
important theme, with each learning to trust that the healthcare provider takes their 
concerns seriously and will act judiciously and transparently to optimize their 
mutual desire for healthy outcomes. Parents should know that private communica-
tion between the youth and the healthcare provider is central to the effectiveness of 
the interaction, but they should rest assured they will be told about safety concerns 
and other concerns that are important to the adolescent’s health and well-being. 
Adolescents should also know that their privacy will be protected, but that parents 
might be brought into the conversation when they need to be informed and included. 
Healthcare providers can discuss substance use with adolescents in the same way 
they discuss sexuality, violence, or mental health: “Our discussions are confidential, 
but we will need to include your family if I am seriously concerned for your health 
and safety.” All states permit adolescents under 18 to receive diagnosis and treat-
ment of sexually transmitted infections without parental knowledge and involve-
ment, and most states allow minors to receive many or all contraception and family 
planning services. In more than half of states, minors can consent to diagnostic and 
treatment services for SUD without parents. Providers should know and understand 
the local laws concerning confidentiality.

Nevertheless, in the majority of situations, the ultimate goal should be promotion of 
family involvement despite not being legally required, because family  engagement 
will usually lead to better outcomes. When an adolescent says, “Don’t tell my mom 
about the pain pills,” a productive response might be, “What should I say when your 
mother asks me about whether you’ve used pain pills?” Remind the patient that you 
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won’t lie to parents and that the adolescent is likely to benefit from the help of their 
family members. When family does need to be involved, support the adolescent, but 
consider helping the adolescent take responsibility for telling their families. Once a 
SUD is diagnosed, patients and families should be informed that the most successful 
recovery plans are based on full and open communication between the patient, family, 
and treatment providers. Family and providers should also recognize that it is develop-
mentally appropriate for adolescents to want privacy and that a balance must often be 
struck between what details certain family members know and when they learn them.

The limits to confidentiality are just as important as its protection. In particular, 
when a healthcare provider has reasonable concern about a health or safety risk, it 
is appropriate to disclose information and draw upon appropriate resources (such as 
parental caregivers). Disclosure is always best and most effective when done with 
consent and youth participation, and the extent and urgency with which a healthcare 
provider will proceed in the absence of such consent and/or participation should 
depend on clinical judgments regarding dangerousness, rather than legal constraints. 
These terms of engagement should be transparent and addressed up front.

 Perception of Harm and Cultural Context

Substance use by youth is inversely correlated with youth perceptions of the harms 
they associate with use. Parental attitude and stance against substance use, which is 
protective, are also inversely correlated with parental perceptions of harm associ-
ated with youth use.

It is easier to attribute inherent risk to illegal substances than to highlight the 
risks of substances the government has legalized, since legalization of substances 
(such as marijuana) can give the impression that they are safe. In most states, 
tobacco is legal at age 18 and alcohol at 21, and in an increasing number of states, 
marijuana is becoming legal for recreational use. Similarly, medical use of sub-
stances (i.e., prescription medications and, in some states, cannabis) can be seen as 
an endorsement of safety or benefit and may reduce youth perceptions of harm. 
Such reductions in perceived harm have likely played a role in the increased use of 
prescription opioids among adolescents in the current opioid crisis and may contrib-
ute to the stable, high prevalence of marijuana use among adolescents. It is impor-
tant for health providers and families to educate adolescents about the inherent risks 
of these legal substances and to normalize abstinence over use.

The current cultural context also tends to normalize substance use. Pop music 
and media stars routinely celebrate and even glorify intoxication. Luxury alcohol 
products are broadcast as icons of wealth and the good life. Such messages are also 
used in corporate branding strategies to which adolescents are especially  susceptible. 
These have long been potent tools for commercial promotion of tobacco and alcohol 
and may be for cannabis in states that have legalized commercial sales. These are 
powerful forces for youth to resist and for concerned adults to counter-message.

Another major factor is social norming as a misperception by youth. Many adoles-
cents overestimate the extent to which their peers use substances. This can be a misper-
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ception of the magnitude and salience of pop culture messaging or a misperception 
viewed through the lens of a particular peer cohort if an adolescent’s immediate peer 
group is indeed frequently using substances. In actuality, most US adolescents abstain 
from all substances; approximately 60% of eighth graders and 40% of tenth graders are 
lifetime abstainers, meaning that they have never used tobacco, alcohol, cannabis, or 
other illicit drugs. Furthermore, rates of use by youth have steadily declined over the 
past two decades, and rates of abstinence are steadily going up. Reframing these social 
norms to give a more protective (and more accurate) picture can be helpful.

 Considerations for Children

Before talking to any child about drugs and alcohol, providers must first assess cogni-
tive and development levels of maturity. Asking questions (e.g., “Do you know anyone 
who smokes cigarettes?” or “What is beer?”) can help determine what information to 
provide. It is imperative to understand the family and social environment and what 
exposure the child has had to substance use. Younger children cannot readily appreciate 
nuance; the message “drugs/alcohol/cigarettes are bad” is confusing to a child whose 
parents smoke or drink. Providers need to discuss with parents how to manage this 
conflict in advance. For example, parents might state that they made a mistake or that 
they are trying to change and that substances are only for grown-ups. Children will ask 
questions when they are offered the opportunity, and answering their questions and 
clarifying any misinformation lay important groundwork for future discussion.

Introducing a discussion about substance use to younger children normalizes the 
topic and makes it a less sensitive subject at future encounters. Children will under-
stand that substance use is a health issue providers will want to discuss, in the same 
way that providers ask about eating vegetables, getting sufficient sleep, or wearing 
a bicycle helmet. Parents of younger children should receive information about the 
prevalence of substance use in youth, risks of earlier age of onset of SUDs, and 
research on protective factors for the development of risk behaviors such as a 
SUD. The health discussion concerning substance use between the provider and 
child gives parents the opportunity to begin to establish family rules and expecta-
tions concerning drug and alcohol use. Children with baseline affective regulation 
difficulties, established or emerging psychiatric illness, or emotional/behavioral 
disturbances are especially vulnerable and should be targeted for high-priority mon-
itoring and prevention interventions.

 Considerations for Adolescents

Ideally, providers should have already had multiple discussions concerning sub-
stance use prior to adolescence, but in reality, that is often not the case. Instead, 
during middle school (approximately between ages 11 and 14 years) or at the onset 
of the teenage years, many providers will often announce that they need to speak to 
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the adolescent privately, escort the parent from the exam room, and then run through 
a list of questions which embarrasses the adolescent and elicits shrugs or silence 
instead of dialogue. As with younger children, the provider’s first steps should be to 
assess developmental maturity and understand the adolescent’s environment/expo-
sure to SUD: a family history of SUD (emphasizing current patterns of use for 
parents and other family members, particularly older siblings) should be obtained or 
updated and questions asked about what, if any, discussions about substance use 
have occurred in the family. In addition, clinic practices concerning confidentiality 
should be reviewed with the youth and their family. Armed with knowledge about 
the family’s substance use and attitudes toward use, the provider can then engage 
the adolescent to assess their knowledge, attitude, and experience with alcohol and 
drugs.

Before initiation or during early experimentation with substances, a particularly 
fruitful line of inquiry can explore peer use. Sample questions include “Do you 
know anyone who is using?”, “Have you observed consequences in your peers who 
use?”, and “How are you like or not like those peers?” For those who are reluctant 
to talk about their own personal experiences, peer-focused questions can also serve 
as an icebreaker or a way of saving face while speaking about themselves while 
referring to their peers’ behaviors. Temptation and curiosity should be acknowl-
edged. Abstinence should be highlighted, framed as an active choice, normalized, 
and praised as an achievement.

For those who have started using substances and are at risk for progression, it can 
be helpful to start with an open exploration of the adolescents’ perceptions of pros 
and cons of substance use. It is critical to foster honesty about using behaviors and 
the potential appeal of intoxication. Many adolescents will minimize consequences 
and risk, stating, for example, “It’s no big deal,” “I’m not using that much,” or “I’ve 
never gotten in trouble.” Some ways to respond might include: “I’m glad you 
haven’t been in trouble yet, but do you know others who have gotten in trouble? 
What’s different about them or their use?” This helps to frame and define the ado-
lescent’s picture of what distinguishes problematic use from non-problematic use.

Another highly effective response to an adolescent might be, “You don’t think 
your use is a problem now, but in your eyes, what would be evidence that it had 
become a problem in the future?” This helps establish future lines of reference that 
they consider problematic to cross and can serve as an encapsulation of their own 
personalized warning message that the provider can reflect back on with the adoles-
cent at a future conversation. Similarly, the response, “You don’t think it’s a prob-
lem, but do you know why I as your healthcare provider or your parents might think 
it’s a problem even if you don’t agree with us?”, requires adolescents to articulate a 
rationale for concern, even if they don’t fully endorse it, and can help tilt ambiva-
lence in the right direction. It also encourages the exercise of making observations 
about one’s self, from an external perspective, which is an appropriate, emerging, 
and essential developmental task.

Language that fosters ongoing dialogue rather than shutting down communica-
tion through one-sided disapproval is essential, such as “we can agree to disagree, 
but I am really happy that you are so willing to be honest and thoughtful with me in 
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your exploration of this issue….” Most important is the promotion of longitudinal 
engagement on the issue of substance use: “Let’s schedule a time for you to come 
back and see how it’s going. You can give me feedback, and tell me more about how 
you’re handling all this…” (Table 9.1).

 Considerations for Young Adults

The 18th birthday is often considered the age when legally the adolescent is now an 
adult. Alcohol is still illegal in the USA under the age of 21, although it remains 
readily accessible. As of this writing, over half of US states have medicalized can-
nabis with varying age restrictions, and nine states (plus Washington, D.C.) have 
legalized recreational cannabis use over age 21. Some young adults are living at 
home, at college, or on their own, but all young adults share a biologic reality: brain 
development is not complete until approximately age 25, and substances can con-
tinue to impact brain development even though they are legally adults.

Late adolescence and young adulthood are the stage during which healthcare 
providers are most likely to identify more severe cases of problematic substance 
use. Those with problematic use tend to increasingly segregate into substance-using 
peer groups. This reinforces the misperception of deviant social norming—that is, 
such young adults may not only believe that “everyone is doing it” but also that their 
use is not actually “that bad” compared to many of their peers.

With exposure to substance-using peers, young adults may experience a down-
ward drift in their achievements, ambitions, expectations, and opportunities. This in 
turn also contributes to deviant social norms in a dangerous positive feedback loop. 
Those with progressive patterns of habitual use tend to redefine their perceptions 
and expectations of life through the lens of a “new normal.” Many young adults 
incorporate substance use into routine but maladaptive coping strategies and stress 
responses. In this context, clarification of personal goals and inventory of achieve-
ments and disappointments can be helpful. The phrase “How’s that working for 
you?” may be a way of encouraging self-reflection. Poor self-perception of loss of 
control or impairment tends to be the rule, not the exception, with many young 
adults believing that they could quit using substances at any time. Whereas 12-step 

Table 9.1 Summary of some 
motivational interviewing-
style prevention language

What are the pros and cons of substance use for you?
Do you know other people who have been in trouble due to 
their substance use?
Do you know why I or your parents might think your 
substance use is a problem?
What would be evidence in your view that it’s a problem?
If you can stop using substances anytime, would you be 
willing to see what it’s like?
Let’s schedule a time for you to come back and see how it’s 
going
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approaches emphasize embracing loss of control and surrender, this concept may 
not resonate with young adults due to their developmental stage as they often per-
ceive themselves as invincible. Sometimes an approach that examines self-confi-
dence and its limitations may be helpful. For example, a provider might ask, “If you 
can stop anytime, would you be willing to give it a try, even if only temporarily, to 
see what it’s like, or to see whether it really is so easy?” Again, longitudinal engage-
ment is key. The more advanced the substance use, the more the process is a prover-
bial marathon and not a sprint.

Parents and healthcare providers should continue to provide information and 
guidance on alcohol and drug use, emphasizing both the immediate risks of use and 
the associated health behavior risks. Because they are of the age of majority, by law 
young adults over 18 are entitled to full confidentiality in their healthcare. However, 
if problem use or addiction is identified, it is crucial for families to remain involved, 
and the young adult should be encouraged to provide consent for release of informa-
tion to parents. At some threshold of dangerousness, the benefits of urgent disclo-
sure, if necessary, outweigh the risks of breaching confidentiality. One way of 
signaling concern is to state to parents in front of the young adult that consent has 
been withheld and ask the young adult to address this more directly. All too often 
families are boxed out of the process, even when they try to be involved. But respect-
ing the confidentiality of young adults and including families are usually not incom-
patible with one another, when approached thoughtfully. While there may be natural 
tension in families over issues of independence, control, trust, autonomy, etc., these 
can usually be successfully addressed and negotiated.

 Considerations for Parents

Addressing substance misuse in the family is crucial, both for preventing the devel-
opment of a SUD and when developing a treatment plan for recovery. Initially, 
providers should ask parents about substance use as part of the intake family history 
(“Any asthma in the family? Any drug or alcohol use? Is anyone in recovery?”). 
This can be the first step in normalizing a discussion about SUDs. This part of the 
family history should be routinely updated, asking particularly about older siblings 
or other family members. Providers should speak privately with parents if they have 
concerns about parental substance use and need to know available community treat-
ment resources available to parents. For a youth with an identified SUD, recovery is 
much harder if there are still opioids in the medicine cabinet or family members 
using drugs or alcohol in the house. This can be an optimal time to identify and refer 
other family members for assistance with their substance use by discussing that 
their ongoing use could jeopardize their child’s recovery/health. Sometimes a “uni-
versal precaution” approach can be helpful: “I know some families use substances 
recreationally or socially without any problem, and I’m not saying anything about 
your family in particular. But children/adolescents are mimics and will do what you 
do more than what you say, so we often recommend that when we’re trying to 

A. Bruner and M. Fishman



113

prevent use or progression it’s better to declare a substance-free household. I know 
it may be a burden, but it’s only temporary and sends a powerful message….”

Providers need to help parents understand that substance use is not black and 
white, good versus bad. “Good kids” are not immune to “bad behaviors,” and while 
only a minority of youth will develop problem use or an SUD, it is very common for 
youth to experiment with drugs and alcohol. By grade 12, 16% of high school seniors 
have misused a prescription medication, almost 50% have used an illicit substance, 
and almost two-thirds have drunk alcohol. Binge drinking (five or more drinks in a 
row) in the past 2 weeks was reported by almost 20% of high school seniors, and one 
of five high school sophomores has been drunk at least once in the past year [6].

Parents should communicate with their child’s school and their child’s friends’ 
families to establish a shared position on alcohol and drug use, e.g., no drugs or 
alcohol in the house/no drugs and alcohol at parties. However, many parents think 
“since adolescents are going to do it anyways, I should have them at my house 
where I can supervise and teach them to do it responsibly.” Supervision may mean 
collecting car keys and/or insisting on sleepovers or maybe a “beer not liquor, and 
no other drugs” rule. These parents might compare this approach to safe sex—mak-
ing contraception and condoms available to youth although they hope they will 
remain abstinent. However, allowing alcohol and drug use is different: taking away 
car keys may prevent motor vehicle crashes, but there are additional enormous risks 
associated with alcohol use. Just because no one can drive does not mean there 
won’t be fighting, unwanted sexual encounters/assault (often without condoms), 
and other drug use. Acquiescence to substance use as inevitable is an endorsement 
of use and sends the wrong message. Adolescents and young adults also tend to 
engage in heavy binge drinking resulting in intoxication, vomiting, alcohol poison-
ing, and even death. About 100 youth die annually in the USA from alcohol poison-
ing [7]. Along with the risks for adolescents, the parents are taking risks. In every 
state, it is illegal to provide alcohol to minors, and many states are enacting and 
enforcing “social hosting” laws with criminal penalties on the adult hosts of the 
party. Most parents are surprised at the well-substantiated facts about early initia-
tion predicting poor prognosis, even when that initiation happens “at home under 
supervision.”

 Summary

Consistency and communication are the cornerstones for addressing substance use 
with children, adolescents, and young adults. Healthcare providers should make 
identifying and addressing substance use a priority, using an approach of longitudi-
nal engagement and concern for health and function. Keep the message simple, 
straightforward, and developmentally appropriate. It is important for families to 
openly acknowledge drug and alcohol use within their own families and to try and 
to model behaviors they hope to see in their children. While many parents may take 
more of a resigned approach (“Of course it’s going to happen, kids experiment, I did it 
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when I was young.”), it is important for providers to educate parents that delaying 
the onset of use is extremely impactful in decreasing the risk for developing sub-
stance use disorders and addiction.

 Take-Home Points

• Substance use and substance use disorders (SUDs) are developmental problems 
of pediatric onset.

• Earlier initiation of substance use increases the likelihood of progression to a 
SUD, severity of the SUD, persistence into adulthood, and poorer prognosis. 
Earlier intervention predicts an earlier and more favorable response and better 
overall prognosis.

• Screening for substance use, case identification, referral, and treatment can all 
prevent progression to more advanced stages of substance use.

• Core elements of prevention across childhood, adolescence, and young adult-
hood include fostering open communication, promoting ongoing engagement, 
giving personalized feedback, understanding confidentiality and its limitations, 
and providing guidance for parents and caregivers around attitudes, modeling, 
monitoring, and supervision.
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Chapter 10
Role of Families, Schools, 
and Communities in Treatment 
and Recovery: From First Responders 
to Sustained Support

David G. Stewart, Anita Chu, and Nancy Rappaport

 Family Therapy to Treat Substance Use Disorders

Family therapy has long been recognized as an important adjunct to substance use 
disorder treatment, with recognition that family systems can perpetuate patterns of 
interactions and behavior that contribute to continued substance use [1]. An evi-
dence base has developed for family-based treatments for adolescents with sub-
stance use disorders. These treatments vary in approach, cost, and availability but 
share an emphasis on the interactional and systemic nature of substance use disor-
ders and recovery. Table 10.1 summarizes some of the most well-researched inter-
ventions, their target clinical populations, and methods of dissemination.

This list comprises a continuum of widely disseminated evidence-based prac-
tices, each tested in randomized controlled trials.

Community Reinforcement and Family Training (CRAFT) focuses on engaging 
concerned family members and teaches them to respond to the adolescent who is 
using substances in systematic ways that increase the likelihood of treatment 
engagement. CRAFT focuses on teaching families effective non-confrontational 
strategies to help an adolescent with substance use engage in treatment. Family 
members learn to build motivation by understanding triggers for substance use, 
motivational and behavioral strategies (functional analysis), contingency manage-
ment strategies, and practical problem-solving skills in order to become agents of 
change. Clinical trials have demonstrated the CRAFT approach to be significantly 
more effective at producing treatment entry (70% of family members with sub-
stance use disorder entered treatment within a year) and completion compared to 
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the confrontation-based “interventions” (less than 20% entered treatment) [7]. A 
self-help book version of CRAFT is available for family members and is a good tool 
for clinicians working with family members when the identified substance-using 
adolescent is reluctant to engage in treatment [8].

Multidimensional Family Therapy (MDFT) is an approach that is available in 
manual form through the Cannabis Youth Treatment series disseminated by the fed-
eral Substance Abuse and Mental Health Services Administration (SAMHSA). 
MDFT is guided by the principle that substance use in adolescents is multidimen-
sional and that developing working relationships among individuals and systems is 
key to change. The treatment involves three stages: (1) goal setting and establishing 
an alliance among the adolescent, family, and school; (2) change strategies, includ-
ing coping, communication, and emotional regulation; and (3) relapse prevention, 
including ongoing problem-solving and planning for sustained change. MDFT has 
demonstrated success in retaining adolescents and families in treatment (88% still 
in treatment at 6 months vs. 24% in residential treatment) and has proven effective 
with diverse racial and ethnic populations [9, 10]. Clinician training is available in 
this modality and is appropriate for individual clinicians who work with adolescents 
and families with substance use concerns.

The final three interventions referenced in the table are agency-level interven-
tions designed for youth in juvenile justice or other intensive adolescent serving 
systems. Clinicians who work with adolescents and families should be familiar with 
Multisystemic Therapy, Functional Family Therapy, and Brief Strategic Family 
Therapy as evidence-based programs that each demonstrates significant positive 
outcomes for substance-using adolescents. One of the hallmarks of these programs 
is the emphasis on engaging families in treatment. MST, for example, is not an 
office-based practice and engages families in home and community settings [11].

Brief Strategic Family Therapy (BSFT) is short term (12 sessions), structured, 
and problem focused with a goal to increase family functioning including positive 
parenting, parental monitoring, effective parental discipline, and absence of family 

Table 10.1 Family-based interventions

Treatment Clinical populations Dissemination/access

Community Reinforcement and 
Family Training (CRAFT) [2]

Concerned significant 
others of substance user

Clinician training and 
self-help family manual

Multidimensional Family Therapy [3] Family of adolescent 
substance user in 
treatment

Clinician training, CYT 
manual

Brief Strategic Family Therapy [4] Families of substance-
using youth; often 
juvenile justice involved

Agency or clinician training

Functional Family Therapy [5] Families of substance-
using youth; often 
juvenile justice involved

Agency training (mental 
health, child welfare and 
parole/probation systems)

Multisystemic Therapy [6] Families of substance-
using youth; often 
juvenile justice involved

Agency or system training
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conflict. BSFT has a strong cultural engagement component and is developed to 
leverage the strengths in family systems. BSFT assesses and diagnoses patterns of 
triangulation and miscommunication in families by using culturally specific tech-
niques to understand patterns of alliance, developmental stage, problem-solving 
styles, and social and cultural conditions affecting the family. BSFT has demon-
strated better substance use outcomes compared to standard group therapy among 
African-American and Hispanic adolescents [12]. The intervention is both flexible 
and adaptable to individual family differences, as well as broader cultural norms. 
Clinical trials show that the positive outcomes were caused by improved family 
communication among Hispanic participants and decreased association with peers 
exhibiting problem behaviors for African-American teens.

These family and systemic programs may be particularly appropriate when ado-
lescents entering substance use treatment are simultaneously involved in juvenile 
justice or child welfare systems. Availability of any or all of these programs will be 
variable from community to community. In jurisdictions without any of these more 
intensive modalities, clinicians can place community agencies, juvenile courts, and 
even police departments in touch with these program developers to investigate the 
possibility of developing a local implementation site. Table 10.2 summarizes some 
of the common goals and strategies of family-based interventions for clinicians and 
agencies to consider.

 Family Supports for Substance Use Disorder Treatment 
and Emerging Recovery

When a family member has a substance use disorder, there has likely been collateral 
damage to relationships that, even after sobriety, takes considerable effort to heal. In 
addition to referrals to family-based substance use disorder treatment, many 

Table 10.2 Goals and strategies of family-based interventions

Common goals Common techniques for family interventions

Reduce substance 
use

Identify high-risk situations, 
emotional and behavioral 
triggers to substance use

Develop specific strategies to cope with 
high-risk situations and triggers

Clearly and 
effectively 
communicate

Teach strategies to communicate 
needs and requests without 
apology or aggression

Teach reflective listening, validation

Support positive 
change

Identify and engage in shared 
positive activities

Provide reinforcement for abstinence, 
positive behavior change (school, work, 
etc.)

Improve bond/
emotional 
connection

Identify and schedule family 
members both as a group and in 
dyads to spend time together 
(5 min to several hours)

Engage discussion of positive 
affirmations and appreciation for each 
other and review of positive events and 
examples of good coping in family 
members
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families will benefit from referral to family therapy to treat ongoing and co- occurring 
problems. Barkley and Robbins’ Defiant Teens program [13] is an approach to limit 
setting, negotiating, and reinforcing desired behavior and is available in a clinician- 
guided manual or a self-help manual for parents. Trauma-focused cognitive behav-
ioral interventions are widely disseminated and have strong parent-child components 
for adolescents who have experienced trauma. Dialectical Behavior Therapy pro-
grams are available in individual and skills group formats, many with parent com-
ponents that can help teens and families work on emotional regulation, distress 
tolerance, mindfulness, and interpersonal effectiveness [14]. When families are 
reluctant or unable to engage in family therapy, clinicians may find themselves pro-
viding guidance about setting consistent limits, responding to ongoing substance 
use, and rewarding non-using behavior.

While testing for substance use via urine drug screens may seem to be the logical 
solution to monitoring adolescent drug activity, the most effective monitoring par-
ents can do is to communicate clear expectations to their adolescent, monitor their 
activities (school, work, and recreation), and influence their peer involvement. 
These monitoring activities such as asking questions, verifying information, and 
checking in may engender some conflict but can also be discussed with the help of 
the clinician. Table 10.3 provides an example of a communication and monitoring 
plan that can be negotiated with the assistance of a clinician.

Table 10.3 Communication and monitoring strategies

Domain What is expected What we need to know
How to make it happen 
(Communication is key)

Treatment Attend as 
scheduled

Number of sessions attended 
and evidence of engagement 
in treatment

Keep a calendar of the 
appointments and check in 
verbally about them
Teen and parent sign limited 
release of information
Therapist updates on 
attendance and global rating of 
engagement

Peers Parents know who 
the adolescent 
spends time with 
in person and 
online

Who the adolescent is with, 
what they are doing, where 
they will be, when they will 
be there

Daily check in about activity
Establish curfew
Agreement to send and respond 
to texts
No post hoc excuses for 
changing plans or being late; if 
things happen there should be 
live updates (purchase pocket 
mobile phone charger)

School Daily attendance 
and passing 
grades

Attendance every day at all 
classes; work completed and 
turned in

Check-in verbally
Online attendance, assignment, 
and grade trackers
Regular call to guidance 
counselor

(continued)
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 School Supports for Substance Use Disorder Treatment 
and Emerging Recovery

Schools often provide the most impactful social context for adolescents outside of 
the family system. Substance use can impair school attendance, achievement, and 
behavioral function for individual adolescents. However, schools also provide a 
context for first responses to substance use and ongoing support for treatment and 
recovery. Prevention programs are reviewed elsewhere (see Chap. 8), and it is 
important to note that comprehensive prevention programs like Botvin’s Life Skills 
Training [15] offer interventions that are still applicable to students who have pro-
gressed to substance use and/or entered recovery.

Even in the complete absence of school-based substance use prevention or inter-
vention services, student assistance programs that provide needed psychosocial 
intervention to aid in learning and education goals are appropriate for adolescents 
with identified substance use disorders. The etiology of problematic adolescent sub-

Table 10.3 (continued)

Domain What is expected What we need to know
How to make it happen 
(Communication is key)

Work Part time that does 
not interfere with 
school or 
treatment

Schedule and hours, pay 
amount, spending/saving 
amounts

Keep a calendar of work 
schedule
View paystubs to ascertain 
hours worked and earnings
Consider assisting with money 
management and cash to 
prevent drug/alcohol purchases; 
consider use of gift cards 
instead of using cash to fund 
purchases

Recreation Engage in 
prosocial 
activities; expect 
some limits on 
gaming/screen/
chat time

Enrollment or informal 
participation in out-of-home 
organized activities with 
other people (sports, clubs, 
arts, volunteer, religious)

Identify activities, ask school 
for ideas
Support participation
  Financially (if able)
  Attend events
  Talk about activities
Control access to Wi-Fi or data 
at agreed limits

Substance 
use

Abstinence Success in above domains, 
reports from treatment 
providers, adolescent 
self-report, objective 
measures (urine drug screen 
administered and interpreted 
at the clinic)

Periodic family meetings with 
or without treatment team to 
review progress across domains 
(see Table 10.4 for evaluation 
strategies)
Adolescent reports use, near 
misses, urges to therapist or 
parent
Connect incentives to negative 
drug screens if used
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stance use is likely to include underlying learning; behavioral and emotional diffi-
culties that all schools are prepared to manage through the IEP, Section 504; and/or 
student assistance processes. Not only can these mechanisms be used to help with 
primary learning, emotional, and behavioral disorders, but they can also be imple-
mented (particularly as Section 504 accommodations) in direct response to  substance 
use disorders and the resultant secondary emotional and behavioral difficulties [16].

Like family therapy interventions, the continuum of school responses to sub-
stance use range from policies and procedures meant to protect adolescents to direct 
interventions to treat substance use and support recovery. The continuum of school 
interventions can be conceptualized by the level of involvement of school personnel 
in the treatment delivery. At the lowest level of involvement, the school may provide 
a screening and referral service to outside providers. While many of these providers 
may be frequent recipients of referrals, their role is solely to provide services to the 
adolescent and family with ancillary contact with the school as clinically deter-
mined. In these cases, there is unlikely to be a regular information exchange between 
the school and provider outside of the referral.

Next in the continuum in terms of involvement are providers that are present at 
the school, either through contracted services with community agencies or collo-
cated teen health services. At this level, the referral process is more efficacious at 
placing students into dedicated treatment slots, and the school gets more immediate 
feedback as to the outcome of the referral. Information exchange is more frequent 
and bidirectional as the treatment provider will directly access information about 
attendance and school behavior when on site [17]. This higher level of access 
requires that the treatment provider take care to seek appropriate consent for the 
higher level of disclosure and to take steps to protect the adolescent’s privacy when 
this consent is withheld.

The highest level of involvement and care coordination happens when school 
personnel deliver direct substance use treatment in the form of student assistance 
programs that provide group and individual support to the adolescent by trained 
school personnel. These personnel can include appropriately certified teachers, 
counselors, healthcare providers, or administrators. At the highest end of this con-
tinuum are recovery high schools, a still rare but increasingly popular option often 
embedded within comprehensive high schools [18]. Recovery schools include pub-
lic, private, charter, and alternative schools that are organized to exclusively serve 
adolescents in recovery. The educational and therapeutic missions are completely 
merged, and the programs provide a therapeutic community.

The principals and practices of evidence-based substance use disorder treatment 
are critical to the success anywhere on this continuum. The practices of screening, 
assessment, and intervention identified in this book should be employed in agencies 
that partner with schools to provide services. A school system is in a particularly 
strong position to incentivize adoption of these practices by their treatment 
partners.

In addition to their role in the continuum of treatment, schools function as first 
responders to adolescent substance use. Effective systems to facilitate referrals to 
screening, assessment, and treatment should be in place at all schools and known to 
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all personnel. The American Academy of Pediatrics [19], civil liberty groups, and 
others do not recommend random screening for drug use among students; even still, 
school personnel play a critical role in monitoring for substance use among stu-
dents. Evidence of problematic substance use may include absenteeism, parapher-
nalia, peers expressing concern, and suspected intoxication. In studies of 
school-based substance use intervention programs, school personnel referring stu-
dents to substance use intervention based on observational screening were highly 
accurate in identifying problem users with very few false positives [17]. School- 
wide screening programs using screening, brief intervention, and referral to treat-
ment (SBIRT) procedures (described for office-based settings in Chap. 3) can also 
be implemented in schools and periodically be used to identify students who may 
not be observably using substances.

Any school discipline for substance use should be accompanied by a referral for 
interview or questionnaire-based screening by a trained school nurse or guidance 
counselor and follow-up when indicated by a primary care or specialty provider. 
Discipline events often have therapeutic value in motivating a student and family for 
intervention. To the extent that school and district policies allow for substance use 
assessment and/or treatment as an alternative or concurrent response to suspension 
or detention, they should be considered. Some school districts have implemented 
extracurricular rules that avoid expulsion from teams and activities for substance 
use but instead encourage practice but prohibit playing or performing until the stu-
dent has engaged in an intervention program [20]. The goal is to maintain school 
engagement while protecting the adolescent and his or her peers from ongoing sub-
stance use behaviors.

Screening for substance use may also be indicated when other attendance, behav-
ior, or emotional problems are observed. School personnel should receive routine 
in-service training in substances of abuse, signs of intoxication, withdrawal, and 
overdose. Additionally, school nurses should carry naloxone to respond to opiate 
overdoses by a student or adult in the school building [21].

 Overcoming Barriers to Implementing School Supports

Despite the universal need and clear call to action for schools to respond to sub-
stance use, barriers to having a comprehensive array of prevention, intervention, and 
recovery support services include time, money, overburdened staff, and lack of 
expertise among educators and healthcare providers. Fortunately, many dedicated 
educators are incredibly skilled at finding creative solutions to overcome these bar-
riers. Some of these solutions include collaborative partnerships with community 
resources. Agencies and practitioners that treat adolescent substance use disorders 
can help schools create a referral network and suggest referral procedures both for 
low and high urgency referral questions.

Low urgency referrals may include students who are suspected of substance use 
and exhibit a deterioration in school functioning but do not appear to be using or 
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intoxicated at school. Higher urgency referrals include students who are disciplined 
for substance use infractions such as possession or intoxication at school or school 
events. The agencies can provide guidance about who to contact and how to indicate 
the priority of the referral. In conjunction with school nurses, these professionals 
can also identify situations when emergency intervention is needed. Additional sup-
port may come from professionals at local colleges and universities who are quali-
fied to provide in-service training to staff on adolescent substance use. These 
low-cost activities can significantly upgrade the capacity of a school to respond to 
substance use effectively.

 Community Supports for Substance Use Disorder Treatment 
and Emerging Recovery

One of the most widespread community responses to substance use are self-help 
groups hosted in public spaces throughout a community. Self-help groups can pro-
vide an important service in recovery and recovery support through 12-step, spiri-
tual, cognitive-behavioral, and other recovery modalities [22]. By definition, 
self-help groups do not employ professional therapists and are not designed to 
respond to co-occurring mental health or medical conditions. Self-help is also avail-
able for family members of individuals in recovery or actively misusing substances 
through organizations such as Al-anon and Alateen. Clinicians and families who rec-
ommend an adolescent attend a self-help group, or other sober community activities 
(recreation groups, coffee houses) should monitor the adolescent’s participation and, 
when possible, pre-screen the group to determine if the attendees and content are age 
appropriate for the adolescent. It may be appropriate, for example, to attend a 12-step 
meeting with an adolescent or at least drop off and pick them up from the activity.

Several local, state, and federal agencies sponsor substance use awareness pro-
grams that involve informational sessions at schools, clinics, and community agencies 
[23]. Clinicians may also be in a good position to inform their patients about pill take-
back programs sponsored by local law enforcement or public health agencies and help 
to reduce the availability of prescription drugs for misuse. Community agencies 
should also be encouraged to provide access to naloxone as broadly as possible includ-
ing individuals who are concerned about overdoses among friends or family. Many 
states have passed legislation that limits the liability of schools and agencies providing 
naloxone. Some schools and agencies have also received free or low-cost supplies of 
the life-saving drug from pharmaceutical companies and/or foundations [24].

Substance use problems develop across time, affecting multiple domains and a 
complex intersection of biopsychosocial functioning. Once an adolescent is flagged 
as struggling with substance use, the concern is seemingly continuous as even suc-
cessful entry to treatment puts them on a path that may involve slips and relapses. 
Success is therefore measured on multiple levels and includes not only dichotomies 
of “using or not” and “in-treatment or not” but instead a complex intersection. 
Table 10.4 illustrates how systems working together can judge progress.

D. G. Stewart et al.
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 Take-Home Points

• Sustained change in adolescent substance use comes from understanding and 
intervening across the social ecology of the adolescent.

• Even a motivated and engaged adolescent working hard in individual substance use 
treatment has to recover in the context of family, friends, school, and community.

• Although the goal of effective and sensitive engagement of the family of 
substance- using adolescents can appear to be overwhelming, all evidence-based 
programs report positive outcome data.

• Healing and support of an adolescent’s family is the most direct and robust path 
to adolescent recovery from substance use disorders.
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Chapter 11
Special Populations and Topics 
in Adolescent Substance Use

Brittany L. Carney and Sarah M. Bagley

 Health Maintenance and Prevention

Certain preventive services should be offered and available to all youth whether 
they use substances or not. These include vaccinations, routine screening for human 
immunodeficiency virus (HIV) and other sexually transmitted infections (STIs), 
and counseling and access to contraception. Other health promotion screening can 
be found in Table  11.1. The most recent vaccine schedules (which are typically 
updated annually) for adolescents can be found from the Centers for Disease Control 
and Prevention (CDC), US Preventive Services Task Force, or the American 
Academy of Pediatrics (AAP).

As described in Chap. 3, the AAP recommends universal screening of adoles-
cents aged 12 and older for substance use using a validated tool [1]. In addition to 
routine preventive services, youth who use substances have unique healthcare needs 
that can be addressed in primary care. In the following chapter, we will discuss 
special considerations that should be given to the following populations: youth who 
inject substances; pregnant youth; lesbian, gay, bisexual, transgender, queer, or 
questioning (LGBTQ) youth; and homeless youth. Primary care providers are 
uniquely positioned to closely monitor these needs over time.
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 Youth Who Inject Drugs

Individuals who inject drugs are at an increased risk for a variety of medical com-
plications including hepatitis C virus (HCV), HIV, fatal and nonfatal overdose, and 
injection-related complications such as endocarditis [2]. According to the 2015 
Youth Risk Behavior Survey, 1.8% of youth (grades 9–12) injected an illegal sub-
stance [3], putting them at higher risk of developing these complications. Once a 
youth has disclosed injection use, it is critical to help promote and maintain his or 

Table 11.1 Health promotion screening

HIVa At least once for all adolescents
Annually or more often for youth who inject drugs or are sexually active

Gonorrhea/
chlamydiaa

Annually for all sexually active adolescents

Trichomonasa Girls and women who report vaginal discharge
Girls or women who receive care where this may be more frequent (e.g., 
institutions, STI clinics), have multiple sexual partners, illicit substance 
use, or a history of a previous STI

Syphilisa Consider annually for all sexually active adolescents who use substances
Consider more frequent testing for men who have sex with men

Hepatitis Ba

HBsAg + HBsAb 
+/− HBcAg

Pregnant girls or women

Hepatitis C
virus antibody and
AST/ALT levels

Youth who inject drugs or have injected drugs, have elevated alanine 
aminotransferase (ALT) levels for a period of time, or are HIV positive

Tuberculosis Youth who have had recent contact with individual with TB or live in 
institutions (e.g., shelters, jail)

Urine pregnancy test For girls or women who may be pregnant, some programs may choose to 
screen at all visits

Pre-exposure 
prophylaxis (PrEP)a

Approved for adolescents under 18 and young adults over 18 who are 
HIV-negative but have a high risk of getting HIV, by:
  High-risk sexual activity (e.g., not using barrier protection, commercial 

sex work)
  Injection drug use (e.g., sharing needles/equipment or being in 

treatment for injection drug use during the past 6 months)
Cervical cancera Pap test every 3 years for women 21 and older

For HIV-positive women, at least 1 year within diagnosis or sexual 
activity and repeated again at 6 months

Alcohol, tobacco, 
and other drugsb

Standardized screening (e.g., CRAFFT 2.1 or S2BI) annually for 
individuals aged 11 and older

Depressionb Standardized screening (e.g., PHQ-9) annually for individuals 12 and 
older

aThese recommendations were adapted from the CDC current screening recommendations. The 
most updated guidelines can be found here: https://www.cdc.gov/std/tg2015/screening-recom-
mendations.htm
bThese guidelines were incorporated from the AAP’s Recommendations for Preventive Pediatric 
Care Guidelines. Found here: https://www.aap.org/en-us/documents/periodicity_schedule.pdf
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her safety, including both from immediate harms (e.g., overdose) and longer-term 
consequences (e.g., HIV, HCV).

In approximately half of US states, youth under 18 are able to consent to sub-
stance use disorder treatment without parental or other guardian involvement. 
However, this varies by state and providers should be familiar with the regulations 
within their scope of practice. In addition to consent, confidentiality is an important 
consideration. Federal regulations protect adolescent’s rights to confidential sub-
stance use care under the regulation of 42 Code of Federal Regulations (CFR) Part 
2, which includes Substance Abuse Confidentiality provisions [4]. This can be a 
gray area, and there may be times that a provider will need to break the confidential-
ity of a minor if they are concerned about their risk to self or others. Instances of 
abuse or neglect of an adolescent under 18  years also require reporting to state 
authorities. Ideally, if confidentiality is broken for any reason, it is done in partner-
ship with the patient.

A patient-centered approach helps providers understand where their patients are 
in terms of their drug use and readiness for change. This allows for development of 
an individualized approach to engage them in treatment. Previous approaches to 
adolescent substance use treatment have focused solely on an abstinence-only 
model of care. Although abstinence is an important goal, for some youth it may not 
be initially possible, and providers will miss the opportunity to maintain safety and 
engagement for patients who may be at particularly high risk.

If the youth is injecting opioids and has an opioid use disorder, then medication 
treatment with buprenorphine or naltrexone can be offered in the primary care set-
ting. A 2016 AAP policy statement [5] highlights the importance of pediatric pro-
viders utilizing buprenorphine or naltrexone (which can be prescribed in office-based 
settings) for adolescents with severe opioid use disorder. Providers should also 
identify behavioral health needs, refer to higher levels of care (e.g., residential, par-
tial hospitalization, and intensive outpatient programs), and consult with local 
addiction specialists if needed.

However, the reality is that many adolescents may be ambivalent about stopping 
their drug use and not want to engage in treatment. For these youth, overdose educa-
tion and provision of naloxone is important. Naloxone is an FDA-approved opioid 
antagonist for the reversal of opioid overdose, available in intramuscular, intrave-
nous and intranasal forms. Signs of an overdose include decreased rate of breathing, 
difficulty waking up, or blue lips/fingernails. In addition to administering naloxone, 
it is important to ensure that the individual receives emergency care (e.g., call 911 
or report to nearest emergency room). Unfortunately, the effects of naloxone may 
wear off while the ingested opioid is still active in the body requiring multiple doses, 
or a single dose of naloxone may be insufficient to reverse an overdose with a highly 
potent opioid, such as fentanyl.

Adopting and implementing a harm reduction model with youth who inject sub-
stances can help optimize their safety even if they continue to use. This model 
includes information about safer injection practices (e.g., using clean needles, not 
sharing needles, not using substances alone, avoiding mixing opioids with alcohol 
and other sedatives) in addition to providing access to naloxone. Online resources 
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for safer injection practices can help identify some of these strategies (http://harmre-
duction.org/wp-content/uploads/2011/12/getting-off-right.pdf). As mentioned 
above, if a youth is under 18, injecting substances, and does not want to engage in 
treatment, breaking confidentiality may be necessary to ensure the adolescent’s 
safety. In addition, adolescents under 18 may not be able to access syringe exchange 
programs and providers need to safely navigate these circumstances. Decisions 
about when to break confidentiality should be made on a case-by-case basis and 
ideally with other members of the team including nurses and social workers. Based 
on the clinical assessment of risk, it is likely that the parents or caregivers will need 
to be involved in the treatment plan even if the adolescent does not want parental 
involvement.

Although establishing self-identity and relationships with peers is a normal 
developmental process during adolescence, the family is an extremely important 
aspect in caring for adolescents who inject drugs. Providers can help serve as a cata-
lyst to utilize family supports in the treatment of the adolescent, as well as help 
families access evidenced-based care such as Adolescent Community Reinforcement 
Approach (ACRA) [6], Community Reinforcement and Family Training (CRAFT) 
[7], or mutual self-help groups (see Chaps. 6 and 14).

Pre-exposure prophalyaxis (PrEP) is another tool that helps decrease risk of 
HIV transmission among individuals that may be at elevated risk, including those 
who inject drugs. The CDC recommends its use in individuals who meet signifi-
cant risk for becoming infected with HIV (Table 11.1) and was recently US Food 
and Drug Administration-approved for adolescents under 18 [8]. As outlined in 
the CDC’s PrEP clinical practice guidelines [9], among individuals considering 
initiation of PrEP, there must be a documented HIV-negative status, renal func-
tion, and hepatitis B status.

 Overdose Education and Prevention

Over the past 15 years, the rate of opioid overdose deaths has increased significantly 
with fatal opioid overdoses now surpassing motor vehicle crashes as the leading 
cause of unintentional injury death in the USA [10]. From 1999 to 2015 among 
15–19-year-olds, the rate of opioid overdose deaths increased from 0.8 to 2.4 per 
100,000 [11].

There are different strategies to address this increase in mortality. For example, 
the expansion of overdose education and naloxone distribution (OEND) programs, 
in addition to greater access to medication treatment for opioid use disorder, is criti-
cal. OEND focuses on identifying the risks and signs of an overdose, appropriately 
responding to an overdose and administering naloxone.

States vary on their naloxone policies. Massachusetts expanded OEND access 
and demonstrated community adoption resulting in fewer opioid overdoses [12]. 
Providers should become familiar with the regulations in their respective states and 
resources like Prescribe to Prevent (www.prescribetoprevent.org) or Prevent & 
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Protect (http://prevent-protect.org/) that provide naloxone educational tools. Youth 
who use opioids or have peers who use opioids (e.g., taking prescription opioids for 
nonmedical reasons, heroin use) should also participate in overdose education and 
have access to naloxone.

 Pregnant Adolescents

There are limited data on female youth who use substances and are pregnant. 
Therefore, this section highlights evidence from adult pregnant women who use 
substances and describes youth-specific factors that are important for practitioners 
to consider.

Many pregnancies are unintended [13], but the rate of unintended pregnancy 
among women using substances has been reported to be as high as 86% [14]. The 
intersection of high-risk behaviors (e.g., adolescence, substance use, and unpro-
tected sex) can create unintended, high-risk adolescent pregnancies. Identifying 
these risks early on in any pregnancy, but particularly in adolescent pregnancy, is 
critical to be able to help create the best outcomes for both mother and baby.

General screening tools to identify substance use in adolescents include the S2BI 
[15] and CRAFFT [16] screening tools (these are covered in greater depth in Chap. 
3). A universal method to perinatal substance use screening can be utilized [17], and 
a variety of screening tools can be used to identify substance use in pregnant women 
such as the Drug Abuse Screening Test-10 (DAST-10) [18] for drug use and the 
Alcohol Use Disorders Identification Test (AUDIT) (https://www.drugabuse.gov/
sites/default/files/files/AUDIT.pdf) for alcohol use.

Women who use alcohol, tobacco, marijuana, opioids, and/or other substances 
face a variety of other complications both prenatally and postpartum. In addition, 
babies of mothers who engage in substance use during pregnancy face higher 
rates of complications at birth and during the course of their lives including devel-
opmental challenges and higher likelihood of early substance use initiation 
themselves.

 Alcohol Use and Pregnancy

According to a CDC report about the prevalence of drinking and risky (“binge 
drinking”) during pregnancy, 10.2% of pregnant women consumed alcohol in the 
past month, and 3.1% met criteria for risky drinking [19]. The effects of alcohol 
intake during pregnancy are well documented, including the development of fetal 
alcohol spectrum disorder (FASD) and increased risk of fetal demise.

Pregnant adolescents who are drinking face these same risks. Abrupt cessa-
tion of alcohol during pregnancy can be dangerous. Table 11.2 outlines pharma-
cologic treatment options that may be offered to pregnant women, although they 
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are all category C—that is, that their safety has not been demonstrated in preg-
nant women. Consultation with the obstetrician is recommended before starting 
pharmacotherapy.

 Marijuana Use and Pregnancy

There has been a significant shift in the perception of marijuana safety and consump-
tion over the past decade [20]. States have passed legislation that permits the use of 
marijuana recreationally and medicinally, which may have further perpetuated this 
trend. Among a sample of pregnant women between 2007 and 2012, 3.9% reported 
marijuana use during pregnancy [21]. Marijuana use during pregnancy can have 
adverse impacts including a 50% increase in low birth weight [22]. Practitioners are 
encouraged to talk with their patients about marijuana use and utilize patient- centered, 
nonjudgmental communication techniques to both highlight the risk of use and help 
understand how best to support their patients through a healthy pregnancy [23].

 Tobacco Use and Pregnancy

Tobacco use during pregnancy is relatively common. A 2016 National Vital Signs 
and Statistics Report highlights that the rate of women in 2014 smoking during 
pregnancy ranges between 8% and 21%, with more than 10% of pregnant women 
reporting that they had smoked tobacco during their first trimester [24]. The adverse 
effects of tobacco use during pregnancy include low birth weight, premature birth, 
and placental abnormalities [25]. The US Preventative Services Task Force recom-
mends all adults, including pregnant women, be screened for tobacco use. If indi-
viduals screen positive, they recommend advice is provided about the risk and 
information about treatment options for the patient (e.g., behavioral therapy or 
pharmacotherapy).

Table 11.2 Medications for opioid and alcohol use disorder in adult pregnant women

Treatment indication Medication Pregnancy category

Opioid use disorder Buprenorphine/naloxone C

Buprenorphine
Methadone
Naltrexone

Opioid overdose reversal Naloxone
Alcohol use disorder Acamprosate

Naltrexone
Disulfiram

Pregnancy category “C”: Risk to the fetus cannot be ruled out
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 Opioids and Pregnancy

The number of women who have used opioids during pregnancy has increased sig-
nificantly over the past decade [26]. For pregnant women with an OUD, medication 
treatment with methadone or buprenorphine is recommended. As there are more 
federal regulations for the use of methadone in minors, buprenorphine may be a 
favored approach for those under 18. Naltrexone has not been as thoroughly studied 
as methadone and buprenorphine for the treatment of OUD during pregnancy, but is 
increasingly being used by some providers.

Polysubstance use is also commonly found among pregnant adolescents and may 
require a clinician to employ multiple approaches to care. Regardless of the sub-
stance of use, identifying sources of support for adolescent pregnant women as well 
as linking them to services that may augment their family support (e.g., experienced 
behavioral health provider) can help promote a healthy pregnancy and postpartum 
period.

 Lesbian, Gay, Bisexual, Transgender, Queer, and Questioning 
(LGBTQ) Youth

Many LGBTQ youth face stressors that may lead to a variety of adverse outcomes. 
LGBTQ adolescents may face increased rates of school-related victimization and 
stress, which may contribute to increased substance use [27]. As such, it is esti-
mated that rates of substance use among this population are 190% higher than their 
non-LGBTQ youth counterparts [28]. Within the LGBTQ population, bisexual 
youth and females may face even higher rates of substance use [28].

Access to adequate substance use treatment for adolescents can be challeng-
ing and further impacted by limited resources for LGBTQ youth. Providers have 
an opportunity to provide affirming and welcoming care to LGBTQ youth in 
their practices. Online resources can help identify strategies to incorporate these 
practices (http://www.lgbthealtheducation.org/wp-content/uploads/13-017_Trans 
BestPracticesforFrontlineStaff_v6_02-19-13_FINAL.pdf). Part of this informed 
care includes developing an understanding of the LGBTQ-friendly community 
resources that one would be able to refer their patients to if they need additional 
services beyond their scope of practice.

 Incarcerated Youth

Rates of incarceration among youth have decreased over the past several years, 
but the proportion of minority individuals, particularly males, remains high. 
Data from a 2016 Juvenile Justice Census Report highlights an 11% decrease in 
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youth incarceration from 2012 to 2014. However, substance use remains com-
mon, with over 80% of incarcerated youth having some substance use involve-
ment [29].

Incarceration and post-incarceration are particularly vulnerable times for youth 
who may have used substances prior to entry, as they may be at increased risk for 
overdose or relapse if they are not provided substance use treatment during incar-
ceration or upon reintegration into the community. Providing youth treatment in 
tandem with additional resources like job training and overdose education may help 
provide support during a particularly vulnerable period.

 Homeless Youth

Youth who use substances are particularly susceptible to homelessness, which may 
include living in an institution, on the street, or “couch-surfing” from house to 
house. Youth may access drop-in centers or shelters as their primary meets of 
accessing care [30] and maintaining safety [31, 32]. Improving access to housing 
and addiction treatment may help decrease the likelihood of some high-risk behav-
iors for this population, including “risky income generation” [33]. Providers have 
the opportunity to build relationships with these centers to help engage youth in 
ongoing medical care and treatment.

 Summary

Youth who use substances face a variety of unique challenges that primary care 
providers can help navigate. A patient-centered approach that helps maintain patient 
safety by identifying risks with the primary goal of minimizing harms and long- 
term adverse effects in the adolescent. Incorporating evidenced-based practices 
(e.g., medication treatment with buprenorphine/naloxone or naltrexone) into pediat-
ric settings along with identifying higher levels of care when needed can help bring 
best practices to the primary care office.

Consent and confidentiality are cornerstones of care, particularly among youth 
who inject substances that may be under 18. Harm reduction models, including 
OEND as well as safer injection practices, can help support safety for youth at 
increased risk of negative outcomes.

Other populations, including pregnant, homeless, and LGBTQ youth, require 
special consideration in identifying their risks and unique needs. Primary care prac-
titioners have the relationship with their patients to be able to help identify these 
risks and gaps in care, support their patients’ needs, and decrease long-term conse-
quence and harms.
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 Take-Home Points

• Youth who use substances need an individual approach to preventative services 
and treatment including screening for STIs and other infectious diseases and 
mental health disorders.

• In each population, providers play a key role in developing a therapeutic and 
trusting relationship with their patients.

• Safety, consent, and confidentiality should help serve as cornerstones of care, 
ensuring that harms are minimized to the patient.

• Utilizing practices that help optimize patient safety (e.g., OEND) and incorpo-
rate evidence-based strategies (e.g., medication for OUD, behavioral therapy) 
can help improve patient outcomes.

• Pregnant youth who are using drugs face unique risks that support early screen-
ing, treatment, and support to promote well-being of both mother and baby.
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Chapter 12
Case Study 1: Screening

Jessica Gray

Ben, a 14-year-old male, is brought in to his primary care physician by his parents 
after he is caught smoking marijuana with friends. His parents report worrying 
about his drug use, his declining school performance, and how he has distanced 
himself from them over the last few months. His medical and surgical history are 
unremarkable. His family history (provided by his mother) includes a maternal 
grandfather with alcohol use disorder who is now in long-term recovery. He lives 
with his parents and his younger sister, who are healthy. He is a sophomore in high 
school and his grades are B and C’s, but worsening.

Primary care physician (PCP): Ben, I asked your parents to step out as I do at 
every teen visit to check in about how things are going. As a reminder, what you 
share with me in this visit is strictly confidential and will not be shared with your 
parents or anyone else. The one exception is if I feel your life is in danger or there 
is a risk you could harm someone else. In that situation, I would need to speak with 
your parents, but you and I would discuss beforehand the best way for me to talk to 
them.

Ben:  Things are fine.
PCP:  I’m glad you feel that way. It sounds like your parents have been worried 

about you ever since they found you smoking marijuana with friends. 
Would you share your perspective on what’s been going on?

Ben:  It’s no big deal; I just smoke with my friends occasionally to chill out. It’s 
not like I’ve done any other drugs or anything. It’s even legal in some 
states. My parents found out and completely blew it out of proportion, and 
now I’m grounded.
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PCP:  Okay. Let me ask you a few questions. During the past 12 months, on how 
many days did you drink more than a few sips of beer, wine, or any drink 
containing alcohol?

Ben:  None. I know people at school who drink, but I’m not into that.
PCP:  And during the past 12 months, on how many days did you use any mari-

juana, like weed, oil, or hash by smoking, vaping, or in food or synthetic 
marijuana like “K2” or “spice”?

Ben:  I’m not sure. Um, probably at least ten times, I guess.
PCP:  To help me better understand, how did you use marijuana? Did you smoke 

it or use it another way?
Ben:  Oh, we always just smoke joints.
PCP:  How much do you smoke on days when you do smoke?
Ben:  Usually just one joint.
PCP:  Thanks for clarifying. During the past 12 months, on how many days did 

you use anything else to get high, like other illegal drugs, prescription or 
over-the-counter medications, and things that you sniff, huff, or vape?

Ben:  I don’t do any of that kind of stuff.
PCP:  Okay, a few more questions… have you ever ridden in a CAR driven by 

someone who was high or has been using alcohol or other drugs?
Ben:  No way.
PCP:  That is a smart choice and I’d love to know what your plan would be in a 

situation where you felt pressured to get in someone’s car. But let me ask 
you a few more questions first. Do you ever use alcohol or drugs to RELAX, 
feel better about yourself, or fit in?

Ben:  Yeah.
PCP:  Do you ever use marijuana, alcohol, or other drugs ALONE?
Ben:  I have in the past. I did when I was stressed out.
PCP:  Do you ever FORGET things you did while using alcohol or other drugs?
Ben:  I don’t think so.
PCP:  Do your FAMILY or FRIENDS ever tell you that you should cut down on 

your drinking or drug use?
Ben:  Well, my parents have been on my case, but not my friends. They smoke 

with me and think I’m funny when I’m high.
PCP:  Aside from this most recent episode with your parents, have there been 

other times where you have gotten into TROUBLE while you were using 
alcohol or other drugs?

Ben:  My grades haven’t been the greatest lately, and my teacher has been both-
ering me about my homework, but I can’t tell if it’s related. School is just 
getting hard.

PCP:  Thanks for sharing Ben. I appreciate your honesty. I’d like to talk some 
more about your marijuana use to understand what you like about it…and 
how it may be affecting you.

J. Gray
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This patient reported 10 days of marijuana use in the past 12 months, then indi-
cated no days of use of alcohol or anything else to get high. Thus, the clinician 
proceeded to ask all six CRAFFT questions. The CRAFFT score was four (i.e., 
affirmative answers to the questions “Relax,” “Alone,” “Family/Friends,” and 
“Trouble”), indicating that the patient has a very high likelihood (approximately 
92%) of a cannabis use disorder. Next steps for the clinician should be to review the 
screening results with the patient, make a recommendation not to use marijuana, 
counsel regarding ensuring safe rides to reduce the risk of driving intoxicated or 
riding with someone intoxicated, elicit self-motivational statements, and reinforce 
self-efficacy.

Considerations:

• The CRAFFT screening Tool is an evidence-based validated tool for both 
screening and assessment of substance misuse in adolescents in primary 
care [1, 2] that has been endorsed by the American Academy of Pediatrics 
(AAP) [3].

• The CRAFFT screen should be used to initiate a conversation with adolescents 
around their substance use. While the screen does not produce a formal diagnosis 
of substance use disorder, the screen is positive if a patient gives two or more 
affirmative answers, and the greater number of affirmative responses increases 
the risk of having a substance use disorder.

• Screening for substance use should be conducted confidentially without a parent 
or guardian present and with a clearly stated confidentiality policy.

• The CRAFFT is meant to be used as part of a screening, brief intervention, and 
referral to treatment (SBIRT) model, through which the clinician can offer brief 
advice, encourage behavior change through a motivational interview, or refer to 
treatment depending on the level of concern [3].

 Conclusion

Ben and his PCP had a deeper discussion about his motivations for using marijuana. 
The PCP’s use of motivational interviewing techniques helped Ben identify some 
reasons to reduce his marijuana use. They agreed to follow up in 4 weeks to check 
on Ben’s self-directed goal of trying a period without marijuana use. In this case 
example, one can see the utility of the CRAFFT screen in primary care. The CRAFFT 
screen is a validated, developmentally appropriate, and easy-to-use screen for deter-
mining the risk of substance use disorders in adolescents and can easily be inte-
grated into primary care visits [3].

12 Case Study 1: Screening
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Chapter 13
Case Study 2: Navigating Treatment 
Settings

Dana Sarvey

Allison is a 17-year-old Caucasian female with major depressive disorder, general-
ized anxiety disorder, and a past history of trauma who is endorsing moderate to 
severe depressive symptoms, hopelessness, and poor school attendance in the set-
ting of escalating intranasal heroin use. She has had one past psychiatric hospital-
ization for depression and has made two previous suicide attempts via overdose on 
her prescription medications.

An initial screening in the outpatient setting reveals that Allison has a 2-year his-
tory of smoking cannabis, the onset of which coincided with the start of her depres-
sive symptoms. While her use of cannabis began as recreational, it escalated to daily 
use approximately 1  year ago to manage her social anxiety following a sexual 
assault. She also often consumes alcohol in excess while at parties and social events. 
Allison confirms previous episodes of blacking out while intoxicated but denies any 
past withdrawal symptoms from alcohol and does not typically experience cravings 
to use.

Allison became romantically involved with an older male peer who introduced 
her to prescription opioids 2 months ago, which quickly escalated to intranasal her-
oin use. She describes heroin as both “the worst and best thing that has ever hap-
pened to me.” When intoxicated, Allison experiences an instant relief from her 
anxiety and mood symptoms. However, she recognizes that her mood has become 
progressively worse since she started using heroin. She also feels the need to use 
daily in order to avoid cravings and withdrawal symptoms, both of which have 
become stronger over the past 2 weeks. Allison has missed more than half of the last 
school semester and is now in danger of not graduating on time. This has led to 
profound hopelessness. She requests assistance with her opioid use but is unsure of 
whether she wants complete abstinence from all drugs.
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 Treatment Considerations

• A history of trauma has been correlated with a greater likelihood of initiation of 
illicit substance use during adolescence [1]. Clinicians should carefully screen 
adolescents with a history of trauma for any substance use and vice versa.

• Treatment of underlying psychiatric illness in addition to any substance use dis-
order (dual diagnosis) has been found to be superior to treating only substance 
use disorders [2] in adolescents.

• Consider the ASAM levels of care as a guide (see Fig. 4.1 in Chap. 4) to deter-
mine which level of care is most appropriate for this patient [3].

• Safety should be the primary consideration when determining placement options 
for adolescents with a history of psychiatric illness. If an adolescent endorses 
suicidal thinking and/or an intent to act upon these thoughts, an inpatient psychi-
atric unit with licensure to treat withdrawal is the best option.

• If there are no acute safety concerns, the extent of physiologic withdrawal should 
be determined, as well as the level of motivation for treatment.

 Conclusion

Allison was referred for an acute inpatient medical hospitalization (ASAM level 4) 
given the extent of her decline in functioning, past history of suicide attempts, and 
ongoing hopelessness. While there, she was started on escitalopram 5 mg daily to 
improve her mood and buprenorphine/naloxone 4 mg/1 mg sublingually each morn-
ing. The medication-assisted treatment diminished her cravings and allowed her to 
consider more intensive psychiatric treatment, in the form of an acute residential 
program for 2  weeks (level 3.3), specifically for adolescents who are dually 
diagnosed.

After completing a cognitive behavioral therapy curriculum in the residential 
program, Allison developed a better understanding of her emotions and improved 
her distress tolerance through regular skill use. Four weeks later while continuing 
on a maintenance dose of buprenorphine/naloxone, Allison enrolled within an 
intensive outpatient program (ASAM level 2.1) in the evenings and returned to 
school. This allowed her to be within a group setting with other dually diagnosed 
adolescents recovering from substance use. Although Allison has remained absti-
nent from all opioids, she remains ambivalent about stopping all substance use and 
is still using cannabis on occasion. She continues to work with her outpatient pro-
vider (ASAM level 1), who utilizes motivational interviewing and contingency 
management as a means of addressing her motivation to change.
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Chapter 14
Case Study 3: Confidentiality and Parental 
Involvement

Nicholas Chadi

Christopher is a 19-year-old male with a previous diagnosis of attention deficit 
hyperactivity disorder and a 6-year history of alcohol and cigarette use. He was also 
diagnosed with social anxiety disorder and a major depressive episode at age 16. He 
currently takes atomoxetine, methylphenidate, and fluoxetine and receives inject-
able naltrexone every 4 weeks for severe alcohol use disorder. He has had one previ-
ous inpatient psychiatric admission and a 4-week admission to a residential program 
for alcohol use disorder, both at the age of 16. He has since been followed in an 
outpatient substance use program.

A careful history by Christopher’s outpatient psychiatrist reveals that he started 
drinking “socially” with his friends at age 13. At first, he was drinking two to three 
beers approximately once per week, but his use quickly escalated to seven to eight 
beers multiple times per week. At age 14, he started consuming unconventional 
alcohols including mouthwash and rubbing alcohol on a daily basis. His parents 
discovered his daily use of alcohol when he was 15. After several months of inpa-
tient and outpatient treatment, including monthly naltrexone injections and weekly 
individual counseling sessions, Christopher maintained sobriety for over 3 years 
until a few days before the current visit.

Today, Christopher mentions that he no longer wishes to receive injectable nal-
trexone and would like to become more independent from his parents. He had called 
the clinic the day prior to revoke consent allowing parental involvement in his care. 
Christopher explains that he is still living with his parents. He denies any recent 
tobacco or illicit drug use but admits that he ended his 3-year period of abstinence 
the previous weekend when he had a few beers with his colleagues after work. He 
also admits that he skipped his last naltrexone injection, has stopped attending 
weekly AA meetings, and has not spoken with his sponsor in over 2 months.
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Christopher’s mother, who has always been very invested in his care, contacted 
the patient’s individual therapist and left a voicemail explaining that she is very 
concerned about her son. She added that Christopher has been going out and driving 
his car late at night and has not been respecting curfew for the past 2 weeks.

Considerations

• Adolescence is a period during which youth attain independence and acquire the 
skills to live autonomously [1]. The age at which adolescents achieve social 
developmental milestones varies, and national census data shows that 15% of 
25- to 35-year-olds in America still live with their parents [2].

• Parental involvement has been shown to be a protective factor in the prevention 
of substance use disorders as well as a positive prognostic factor in treatment of 
youth with problems related to substance use [3].

• Parents or legal guardians of youth under age 18 usually have the final word on 
consent and medical decision-making. However, certain exceptions exist, for 
example, when minors are considered mature minors or emancipated minors. 
These exceptions may vary in different jurisdictions [4]. After age 18, youth have 
the right to deny parental involvement in medical care or access to medical 
records.

• Confidentiality of treatment is one of the key tenets of adolescent and young 
adult care and is an important element of rapport building and therapeutic alli-
ance formation [5]. Confidentiality laws stipulate that medical information 
shared by minors should be kept confidential unless it involves safety or harm of 
the patient or of other minors, in which case it should immediately be disclosed 
to a parent or guardian.

• In some circumstances, when the safety of an adolescent or young adult over age 
18 is at stake, family members may decide to have the young person treated or 
admitted to a hospital against their will, in which case they become the medical 
decision-makers for the youth. However, it remains unclear if such “involuntary” 
commitments to substance use treatment result in improved outcomes.

 Conclusion

Upon further discussion with his psychiatrist, Christopher endorses a significant 
increase in cravings for alcohol which started the week he was due for his last dose 
of injectable naltrexone. He admits to having fleeting thoughts about buying a bottle 
of vodka to drink alone, and that the idea of doing this in secret is thrilling for him. 
Christopher is counseled about the potential risks of relapse given his complex past 
substance use history. He is also told about the benefits of maintaining parental 
involvement in his care, given that both his parents have been helpful support fig-
ures through the years.

Christopher admits that he has mixed feelings about his decision to revoke con-
sent for parental involvement. He explains that he has recently started seeing a new 
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girlfriend who told him that at age 19 he should be less dependent on his parents. 
Christopher’s psychiatrist used a motivational approach throughout the interview to 
help Christopher explore the pros and cons of drinking and re-signing consent for 
continued parental involvement in his care. After discussion, Christopher concludes 
that the advantages of maintaining his sobriety outweigh the benefits of “social 
drinking” with his work colleagues given the risk of relapse into problem drinking. 
He signs consent for parental involvement, agrees to resume naltrexone injections 
to help with his cravings, and commits to attending weekly AA meetings and recon-
necting with his sponsor.
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Chapter 15
Case Study 4: Buprenorphine Induction

Jungjin Kim

Stacey is a 17-year-old female with an opioid use disorder. She comes to your office 
requesting help quitting heroin. Stacey has been addicted to opioids for almost 
a  year and successfully completed a detoxification followed by residential treat-
ment. Despite continued outpatient treatment afterwards, she relapsed 2 months ago 
and has been injecting approximately 1 gram of heroin daily. One of her friends has 
been doing well taking buprenorphine. She asks you if this might be an option.

 Considerations

• Long-term medication-assisted treatment with buprenorphine is an effective and 
viable option for treating adolescents with opioid use disorders [1].

• Buprenorphine is a partial opioid agonist that binds to the mu-opioid receptors 
and is slow to dissociate. Its affinity for the opioid receptors is higher than that of 
heroin. When administered to a patient who has used heroin in the last 6–12 h, 
buprenorphine displaces heroin from mu-opioid receptors, thereby precipitating 
withdrawal symptoms.

• Buprenorphine is commonly prescribed as a buprenorphine/naloxone (4:1) com-
bination formulation. The presence of naloxone mitigates the risk of misuse by 
injection. Naloxone is an opioid antagonist that blocks the effects of opioids and 
precipitates severe withdrawal when injected; when taken as directed sublin-
gually, the risk of withdrawal is markedly lowered since naloxone is poorly 
absorbed from the gastrointestinal tract.
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• Buprenorphine is considered much safer than other opioid agonist treatments 
due to its ceiling effect. Ceiling effect refers to plateauing of opioid agonist 
effects after linear increase with dose escalation. When combined with other 
drugs (e.g., alcohol, benzodiazepines, or other sedatives), respiratory depression 
and death may still occur.

• A typical target daily dose is 12/3 mg to 16/4 mg daily, though many adolescents 
require only 8/2 mg daily [2].

 How Would You Implement an Office-Based Buprenorphine/
Naloxone Induction?

 Day 1

Patients must achieve a short period of abstinence before their first buprenorphine 
dose. For short-acting opioids like heroin, stopping all opioid use for 10–12 h before 
the scheduled induction time is adequate. For longer-acting opioids, abstinence for 
as long as 24–36 h may be needed. If Stacey stops using the evening before induc-
tion, she should show signs of mild-to-moderate withdrawal when she visits the 
office the next morning. Withdrawal symptoms can be measured with an objective 
scale like the Clinical Opiate Withdrawal Scale (COWS), an 11-item clinician-
administered scale [3]. A score of 8–10 before the first dose (2 or 4 mg) decreases 
the risk of developing precipitated withdrawal caused by the binding affinity of 
buprenorphine and its partial agonist properties.

Once a patient is given the initial 2/0.5 or 4/1 mg of buprenorphine/naloxone, 
they should be observed for 1–2 h. If withdrawal symptoms reappear, another dose 
of 2/0.5 or 4/1 mg can be administered. Some prescribers provide the option of tak-
ing an additional dose at home that evening, particularly if a parent is available to 
supervise the dose. The maximum first-day dose ranges from 8/2 mg to 12/3 mg.

Stacey receives a total dose of 12/3 mg the first day with significant improvement 
in withdrawal symptoms. In the case of precipitated withdrawal, management 
options include loading with additional doses of buprenorphine and treating with as 
needed medications such as lofexidine or clonidine (alpha2-adrenergic agonists that 
dampen sympathetic overdrive symptoms), antihistamines (which can aid symp-
toms of agitation and insomnia), antispasmodics, and anti-diarrheals.

 Day 2

During her follow-up visit the next day, Stacey endorses ongoing symptoms of rest-
lessness and cravings. She is started on a total daily dose of 16/4 mg as her initial 
maintenance dose.
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 Day 3 (If Needed)

Stacey stabilized on 16/4 mg per day as a maintenance dose, so the following man-
agement was not required. In cases where the patient is still experiencing with-
drawal symptoms or cravings after taking 16 mg of buprenorphine, the clinician 
should check to make sure the patient is taking the medication properly. If the 
patient is taking the medication as instructed, the dose may be increased again in the 
same manner. The FDA-approved dosage is up to 24/6 mg daily, although most 
patients stabilize on 12/3–16/4  mg daily. Additionally, since doses higher than 
16/4  mg daily are relatively uncommon (particularly among adolescents), many 
insurance companies will require a prior authorization before initiating a daily dose 
of ≥16/4 mg.
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Chapter 16
Case Study 5: Adolescent Community 
Reinforcement Approach – Functional 
Analysis

Jennifer Woolard

Tom, a 16-year-old male, smokes cannabis at his best friend’s house every day after 
school. He started smoking marijuana when he was 14 years old on the weekends 
with friends. After he was cut from the basketball team, he began spending time 
with his friends every day after school. One of the most important procedures from 
the adolescent community reinforcement approach (A-CRA) is the functional anal-
ysis (FA) of substance using behavior [1, 2]. The adolescent community reinforce-
ment approach (A-CRA) is an evidence-based therapy for the treatment of substance 
use [3]. This procedure explores a client’s external and internal triggers for drug use. 
The chain of events is examined by asking questions about the who, what, when, 
where, and why of substance use.

 Considerations

• Triggers are experiences, thoughts, or emotional cues that may influence a client 
to use. Drug use does not just happen, but is instead influenced by a number of 
small decisions within the client’s control, often in response to triggers. Triggers 
might include cues in the environment, such as places that the client has used 
substances in the past.

• The FA provides information to identify healthier ways to replace the function 
that alcohol and other drug use serve. For example, Tom could go to the local 
gym to play basketball instead of smoking marijuana with friends, which would 
still allow him to build and maintain peer relationships.
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• Clinicians often start the FA by exploring patterns of use, such as what specific 
substance they use (separate FAs are required for those with multiple drugs of 
choice unless they are always used together), how much they use, how often, and 
for how long they have used each substance (duration).

• The FA identifies positive and negative consequences of substance use. Exploring 
positive consequences increases engagement, showing an understanding that 
without some benefit, the use would not be as enticing for the adolescent.

• The FA of substance use provides detailed clinical information that is used 
throughout treatment. The information can also become the outline for goals in 
treatment (goals of counseling).

 Conclusions

The information about Tom smoking at his friend’s house after school covers poten-
tial external triggers for use, such as who Tom is typically with when using, where 
he usually uses, and when (time of day) he uses. Tom enjoys using at his friend’s 
house and states that there, “there is nobody to get on my case about stuff” and 
where his friend’s parents are “pretty laid back about smoking weed.” Tom likes 
smoking with his friend because they “just chill out, especially after spending the 
whole day at school.”

Tom also thinks about how relaxed he feels after smoking marijuana but is unable 
to recall any physical sensations or what his typical emotional state is before smok-
ing. This can be a point where the clinician provides education about recognizing 
internal cues, such as the feeling of anticipation or anxiety.

Identifying negative consequences helps the client correlate a connection 
between substance use and consequences. Tom recognizes a strained relationship 
with his parents. He states, “they’re always on my back and taking away things like 
my phone when they find out I’m smoking.” His use also impacts his relationship 
with his girlfriend. “She’d probably be happier if I cut down. She also gets mad 
when I can’t talk because I don’t have a phone.” He has also experienced a suspen-
sion from school for possession on school grounds.

Tom’s triggers and positive consequences are reinforcing his cannabis use. 
Without intervention, he will likely continue spending time with friends in an envi-
ronment encouraging substance use with minimal parental supervision. Discovering 
alternative peer networks or activities after school can decrease risk for use. Finding 
healthier, substance-free ways to achieve some of the benefits Tom perceives in his 
substance use should be explored. Providing material about the effect of substance 
use on Tom’s relationships can be used later as reinforcements for change. In addi-
tion, the clinician can provide parent guidance around clear expectations for absti-
nence and how to support Tom in doing alternative activities using positive 
communication and problem-solving skills.

Information on certification and additional resources for A-CRA can be found at: 
http://ebtx.chestnut.org/Treatments-and-Research/Treatments/A-CRA.
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Chapter 17
Case Study 6: Treatments for Alcohol Use 
Disorder

Collin M. Reiff

Susan is a 20-year-old female college student with an alcohol use disorder, who was 
recently charged with driving under the influence (DUI). Over the course of the past 
year, she has blacked out on five separate occasions while intoxicated. After one of 
her blackouts, she awoke on an inpatient medical ward, where she was treated for 
alcohol poisoning.

A careful history reveals that Susan began drinking beer at the age of 15. Over 
the past year, her alcohol use has escalated from two to three bottles of beer (12 oz./
bottle ≈ 5% alcohol) on one or two occasions per month to two to three glasses of 
distilled spirits (1.5 oz./glass ≈ 40% alcohol) 5 days per week. Her drink of choice 
is currently whiskey. She enjoys the smoky taste and usually has two to five glasses 
of whiskey after returning home at the end of the day. Her drinking has caused her 
to oversleep and miss class. On one occasion, she attended class while intoxicated. 
She often drinks before going out with friends, because she feels like alcohol 
decreases her social anxiety and allows her to be her “true self.” She wants to stop 
using alcohol due to her recent legal trouble, but is worried that she will not have the 
strength to resist her alcohol cravings.

Susan’s last drink was approximately 18  h ago, and her urine drug testing is 
unremarkable for other substances. On laboratory screening, her liver function tests 
are within normal limits, her creatinine is 1.0, and her glomerular filtration rate is 
>60 mL/min.
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 Considerations

What medications would you consider prescribing to Susan for alcohol use disor-
der? Which medication is the most appropriate at this time (Table 17.1)?

Since Susan does not live with her family or a partner that is involved in her clini-
cal care, there is nobody to supervise, support, and reinforce disulfiram adherence 
at home. This lack of medication oversight limits the effectiveness of disulfiram in 
the outpatient setting [9]. While acamprosate appears to be effective in adults, its 
three times daily dosing can make adherence challenging.

Given Susan’s normal liver function, negative UDS, and recent alcohol use, her 
treatment team advises starting naltrexone. If Susan tolerates the oral formulation of 
naltrexone well, she will be offered naltrexone IM (Vivitrol®), which will likely 
facilitate medication adherence.

Table 17.1 Medications for alcohol use disorder

Acamprosate Naltrexone Disulfiram

FDA approval FDA-approved anti-craving 
agent for alcohol use disorder 
in adults ≥18 years.

FDA-approved 
anti-craving agent for 
alcohol use disorder 
and prevention of 
relapse in opioid 
dependence in adults 
≥18 years.

FDA-approved 
aversive agent for 
alcohol use disorder in 
adults ≥18 years.

Mechanism of 
action

Reduces excitatory glutamate 
neurotransmission and 
increases inhibitory GABA 
neurotransmission.
Binds to and blocks glutamate 
receptors, which can decrease 
the effects of excessive 
glutamate activity, while 
increasing GABA activity [1].

Reduces alcohol 
consumption through 
modulation of the 
opioid system, which 
is involved in the 
sensation of craving.
May restore the 
central balance of the 
endogenous opioid 
system that is 
disrupted by 
prolonged alcohol 
exposure [2].

Inhibits the enzyme 
aldehyde 
dehydrogenase, which 
typically catalyzes the 
conversion of 
acetaldehyde to 
acetate.
Causes levels of 
acetaldehyde to 
accumulate, leading to 
an uncomfortable and 
adverse experience: 
headache, flushing of 
the face, nausea, 
vomiting, and 
sweating.
The negative 
experience ideally 
leads to conditioning in 
which the patient starts 
to avoid alcohol [3].

C. M. Reiff
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Table 17.1 (continued)

Acamprosate Naltrexone Disulfiram

Evidence base Preliminary evidence 
demonstrates that it is safe 
and well tolerated in 
adolescents.
RCT n = 26 acamprosate 
(1332 mg Q day) 
demonstrated statistically 
higher abstinence rate in 
acamprosate group compared 
to placebo at 90 days (7/13 vs. 
2/13) and greater mean 
cumulative abstinence 
duration in acamprosate group 
compared to placebo 
(79.8 days vs. 32.8 days) [4].a

Preliminary evidence 
demonstrates that it is 
safe and well 
tolerated in 
adolescents [5, 6].
Pilot study n = 5 
(naltrexone 50 mg Q 
day) demonstrated an 
average reduction of 
7.61 standard drinks/
day from 8.94 drinks/
day with a significant 
reduction in cravings 
over 6 weeks [7]. 
There are numerous 
case reports 
demonstrating 
prolonged abstinence, 
decreased number of 
drinking days, and 
decreased cravings 
with naltrexone [2].

Preliminary evidence 
demonstrates that it is 
safe and well tolerated 
in adolescents.
RCT n = 49 (disulfiram 
200 mg Q day) 
demonstrated that 
mean cumulative 
abstinence duration 
was significantly 
greater in the 
disulfiram group than 
the placebo group 
(68.5 days vs. 
29.7 days) [8].

Dosing Dosed 666 mg by mouth three 
times daily in adults (each 
tablet is 333 mg).

Dosed 50–100 mg by 
mouth daily or by a 
long-acting injectable 
380 mg given 
intramuscularly every 
4 weeks in adults. 
Tablets are 25 mg, 
50 mg, or 100 mg.

Dosed 125–500 mg by 
mouth daily in adults. 
Tablets are 250 mg or 
500 mg and scored.
Give at least 12 h after 
the last alcoholic drink.

Additional 
considerations

Contraindicated in patients 
with severe renal impairment 
(creatinine clearance ≤30 mL/
min) [1]; lower doses, such as 
333 mg by mouth three times 
daily, may be used in patients 
with milder renal impairment.
Three times daily dosing may 
be difficult for patients and 
limit medication adherence [1, 
4].

Check hepatic 
function before 
initiation.
Patients should be 
opioid-free for 
7–10 days prior to 
initiation of treatment 
as confirmed by urine 
drug test to avoid 
inducing opioid 
withdrawal.
Long-acting 
injectable formulation 
may be associated 
with improved 
medication adherence.

Most efficacious when 
daily self-
administration is 
supervised and 
supported.

aThe original article reporting on the efficacy of acamprosate for treating alcohol use disorder in 
adolescence was retracted due to copyright violation.
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Chapter 18
Case Study 7: Relapse Prevention

Jennifer Woolard

David is 17-year-old male with a 1-year history of using benzodiazepines and stim-
ulants and a 3-year history of drinking alcohol. He has been abstinent from all 
substances for 2 months and is now working on a relapse prevention plan with his 
counselor. To enhance community support, David’s peer network is reviewed during 
the session. He has very few friends that support his recovery. “I barely know any-
one who doesn’t drink or use something.” Despite some initial hesitation, he dem-
onstrates a willingness to meet new people and try self-help meetings.

 Considerations

• A relapse prevention plan helps a patient/client identify early warning signs and 
triggers [1] and maximizes the use of recovery tools such as self-help meetings, 
ongoing treatment, and support from family members. Early warning signs and 
triggers can include changes in an adolescent’s routine or schedule, loss of con-
nection with non-substance-using friends, and a willing exposure to known high-
risk environments and situations.

• When working with adolescents, clinicians can consider referrals to self-help 
meetings in the community [2]. Free resources for self-help groups are Narcotics 
Anonymous (NA), Alcoholics Anonymous (AA), and Marijuana Anonymous 
(MA). They are aimed to develop peer networks desiring to live a healthy sub-
stance-free lifestyle. NA, AA, and MA meetings utilize a 12-step model, high-
lighting the importance of social support and a higher power. Local AA meetings 
can be found online at https://www.aa.org.
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• Another abstinence-based resource used is SMART (Self-Management and 
Recovery Training) Recovery. Unlike both AA and NA, it does not follow the 
12-step model (i.e., it does not encourage individuals to admit powerlessness 
over their addiction or use the concept of a “higher power”), and it does not have 
sponsors (i.e., individuals who guide new 12-step initiates through the various 
steps). SMART Recovery hosts daily meetings, both in-person and online. They 
provide education to modify self-defeating behaviors or thoughts and encourage 
peer networks who support abstinence. SMART Recovery resources specifically 
for adolescents and young adults can be found online at https://www.smartrecov-
ery.org/teens/.

• Contingency management uses positive reinforcement and can be an effective 
intervention to encourage abstinence and harm reduction [3]. Self-reports of sub-
stance use and urine drug testing are common ways to track progress. Once goals 
are achieved (e.g., 1 week of abstinence or a lower level of substance use), an 
agreed-upon reward is earned. Some rewards considered are gift cards, access to 
a vehicle, or extra time with friends. Rewards may be provided in the clinic or 
administered by parents at home. It is recommended parents avoid providing 
cash rewards as this may trigger substance use; instead, gift cards to specific 
vendors are preferred. When correctly applied, contingency management plan-
ning offers incentives to eliminate substance use and increase motivation to 
maintain long-term abstinence.

 Conclusions

While David has had minimal recent involvement in non-drug-using activities, he 
used to enjoy swimming, working out, and playing sports. Due to limited social 
networks promoting abstinence, his clinician recommends joining a recreational 
sports team at his local gym.

Another vital aspect of promoting abstinence in adolescents is parental/caregiver 
involvement. David shares that he has limited supervision from his parents, stating, 
“They are almost never home. I know their jobs are demanding and they work long 
hours, but it makes it easier for my friends to come over and use.” His clinician 
meets separately with his parents to encourage limit setting, closer monitoring, and 
shared family activities.

David’s clinician also recommends attendance at a local 12-step self-help meet-
ing tailored to young adults. Providing David with education about the model’s 
“higher power” can reduce avoidance as it is often equated to a belief in “god.” 
David’s clinician helps David understand that the belief in a higher power does not 
necessarily align with a religious belief; rather it is any “power” outside of David 
that can assist with recovery. David is therefore prepared for this particular element 
of 12-step self-help recovery when he attends his first meeting.

J. Woolard
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